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BACKGROUND AND PURPOSE: The American Physical Therapy Association 
(APTA) Vision 2020 established a goal which states that physical therapists (PTs) will be 
recognized as providers of health promotion, wellness, and risk reduction programs. It is 
clear that health promotion is important in physical therapy, but it is unclear if PTs are 
promoting health and how they are completing these tasks. The purposes of this study 
were to identify PTs’ knowledge, beliefs, and practices in promoting healthy behaviors 
(HBs) and assessing general fitness (GF) and to examine barriers and facilitators PTs face 
when addressing HBs and assessing GF. HBs examined were promoting physical 
activity, abstaining from tobacco, maintaining healthy weight/BMI, and managing stress. 
GF categories included body composition, aerobic capacity, muscular strength, muscular 
endurance, and flexibility. METHODS: This was a cross-sectional descriptive study 
utilizing an on-line survey. The survey was e-mailed to 1,118 Minnesota APTA members 
and consisted of four main sections: demographics, health promotion, general fitness, and 
knowledge questions. RESULTS:  The response rate was 21% (n=234). Respondents 
agreed (90%) that PTs have a role in preventing chronic disease by promoting HBs. 
Beliefs and practices differed for the four HBs: physical activity (100% vs. 99.0%), 
maintaining healthy weight/BMI (96.6% vs. 81.0%), stress management (88.7% vs. 
74.0%), and abstaining from tobacco (87.2% vs. 74.0%). An analysis of the HB of 
maintaining healthy weight/BMI exposed differences between the following groups of 
PTs: PTs without DPT, PTs licensed greater than 10 years, and PTs who practiced in 




testing, although there is a large discrepancy in what respondents believe vs. what they 
practice. PTs identified time as the most challenging barrier to addressing HBs and 
assessing fitness. Patient/client interest was identified as the most beneficial facilitator to 
addressing HBs and education as the most benefcial facilitator to assessing fitness. More 
than 50% of the respondents incorrectly answered questions regarding activity 
recommendations for older adults and children. CONCLUSION: Results show a 
difference between PTs’ beliefs and practices in the promotion of four HBs. Although 
PTs reported numerous barriers, most believe that PTs have a role in preventing chronic 
disease. PTs’ knowledge demonstrated preparedness to promote HBs, however, PTs are 
not consistently addressing HBs with patients/clients. Further efforts need to be made to 
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As part of Vision 2020, the American Physical Therapy Association (APTA)1 
established a goal for physical therapists to be recognized as “providers of health 
promotion, wellness, and risk reduction programs to enhance the quality of life for 
persons across the lifespan.” The APTA created a separate goal in Vision 2020 to 
recognize physical therapists as “autonomous practitioners to whom patients have 
unrestricted direct access…”1 
 In 2008, Minnesota physical therapists achieved the goal of autonomous practice 
through achieving direct access.2 Patients may seek care from a physical therapist directly 
for issues within the scope of practice of physical therapy, without referral from a 
physician, chiropractor, dentist, podiatrist, or advanced practice nurse. This access is 
limited to 90 days for all health issues other than wellness, prevention, exercise, or 
education. The exception to the 90-day rule provides great potential for physical 
therapists in Minnesota to practice in the realm of health and wellness.2 The question is: 
have physical therapists harnessed this potential, and if so, to what extent? 
The Guide to Physical Therapist Practice3 defines physical therapy as “a dynamic 
profession with an established theoretical and scientific base and widespread clinical 
applications in restoration, maintenance, and promotion of optimal physical function.” 
Physical therapists are licensed to provide services to patients with impairments, 
functional limitations, disabilities, and changes in physical function and health status. In 
addition, physical therapists are licensed to provide services that promote health and 




all physical therapists will enter the field with a doctorate in physical therapy. Physical 
therapy programs prepare students to “diagnose and manage movement dysfunction and 
enhance physical and functional abilities; restore, maintain, and promote not only optimal 
physical function, but optimal wellness and fitness and optimal quality of life as it relates 
to movement and health; and prevent the onset, symptoms, and progression of 
impairments, functional limitations, and disabilities that may result from diseases, 
disorders, conditions, and injuries.”3 Doctoral programs have enhanced physical 
therapists’ preparedness to diagnose and manage health and wellness conditions, ensuring 
that physical therapists are skilled in these areas.  
The APTA defines health as “a state of being associated with freedom from 
disease, injury, and illness that also includes a wellness component that is associated with 
a quality of life and positive wellbeing.”4 Therefore, health promotion, as part of physical 
therapy practice, could be described as any patient interaction that encourages being free 
of disease, injury, and illness to improve quality of life and wellbeing. The health and 
wellness spectrum is broad and variable. This current study is focused on the examination 
of four health behaviors from Healthy People 20205: promoting physical activity, 
abstaining from tobacco use, maintaining healthy weight/BMI, and managing stress.5   
Healthy People 20205 is a nationwide movement to improve the health of all 
Americans.5 Healthy People 2020 provides science-based, 10-year national objectives 
related to healthy living. These objectives encompass a range of health and wellness, 
from physical activity and nutrition to global, environmental, and public health; 




of Healthy People 2020 “strives to engage multiple sectors to take actions to strengthen 
policies and improve practices [related to healthy living] that are driven by the best 
available evidence and knowledge.”5 Physical therapy is one of these sectors. 
The health behaviors addressed in Healthy People 20205 are appropriate guides 
for physical therapists because the actions to address these behaviors fall within the scope 
of physical therapy. For example, physical activity promotion could involve educating 
patients about strength training sets and repetitions to improve muscular strength, which 
is a component of health and wellness education in DPT curriculums. Physical therapists 
can educate patients on the risks of tobacco use, such as emphysema and peripheral 
arterial disease, because of their extensive knowledge in pulmonary and circulatory 
diseases. Physical therapy educational curriculums prepare physical therapists to address 
these health behaviors, and the Minnesota Physical Therapy Act states that the actions 
used to address these health behaviors are within the scope of physical therapy practice. 
Therefore, Healthy People 2020 is an appropriate guide for examining Minnesota 
physical therapists’ health and wellness knowledge, beliefs and practices.2   
While it is clear that health promotion and fitness testing are important in physical 
therapy, it is unclear if physical therapists are promoting health and testing fitness, and 
how they are completing these tasks. Therefore, the purpose of this study was to identify 
physical therapists’ knowledge, beliefs, and practices in promoting healthy behaviors 
(regular physical activity, abstaining from tobacco, maintaining healthy weight/BMI, and 




facilitators that physical therapists face when incorporating health promotion and general 




Review of Relevant Literature  
PHYSICAL ACTIVITY 
Introduction 
 Physical activity is an important aspect of a healthy lifestyle. Healthy People 2020 
defines physical activity as participation in moderate to vigorous activities and muscle 
strengthening. Physical activity has been shown to improve the health and quality of life 
of people of all ages, regardless of presence of disability or chronic disease. 
Unfortunately, 80% of adults, as well as 80% of adolescents, do not meet the physical 
activity guidelines established by Healthy People 2020.5 Physical therapy can be a part of 
the multidisciplinary approach to improving physical activity among American adults and 
children.5 
Physical activity falls under the umbrella of health promotion, an area in physical 
therapy that is highly supported and encouraged by The Guide to Physical Therapist 
Practice. The Guide emphasizes the importance of health promotion by physical 
therapists with the following statement: “health promotion initiatives help reduce costs by 
helping patients/clients achieve optimal functioning; minimize impairments, functional 
limitations, and disabilities; and maintain health.”3 The following section reviews current 
understanding of physical therapists’ knowledge, beliefs, and practices regarding physical 
activity. Due to the limited amount of evidence in the field of physical therapy, other 






Knowledge and Beliefs 
 Johnson6 provided an in-depth look at physical therapists’ and physical therapy 
students’ knowledge, beliefs and practices surrounding health promotion and wellness 
activities. A survey of 216 APTA-member physical therapists and physical therapy 
students uncovered insights into the following topics: the extent physical therapists and 
physical therapy students addressed health promotion and wellness in their professional 
physical therapy practice; barriers and facilitators to incorporating health promotion 
activities into professional practice; relationships between personal beliefs and the extent 
to which physical therapists and students incorporated health promotion and wellness 
activities into their practice; relationship between age, gender, academic credentials, 
years of practice, etc.; and gaps in knowledge of health promotion and wellness.6 
Johnson reported that physical therapists agreed it was a physical therapist’s 
responsibility, as a health care professional, to address the following behaviors with 
patients: physical activity (100%), overweight/obesity (98%), tobacco use (87%), and 
mental health (75%). A majority of physical therapists agreed that physical therapists 
have the responsibility to promote health regardless of barriers such as lack of time, 
reimbursement, or lack of resources and experience.6 
Despite these data regarding physical therapists’ and physical therapy students’ 
beliefs, Johnson found the actual knowledge of health and wellness information was less 
significant. Johnson found that 40% of physical therapists and physical therapy students 
surveyed were not familiar with Healthy People 2010 objectives. Although all 




recommendations for promoting physical activity, which was readily available in The 
Guide to Physical Therapist Practice. Over 60% of respondents were not familiar with 
other literature provided by the APTA regarding physical activity, such as Fit Teens 
magazine and “Couch Potato Tips: Exercise for the Big Game.” Over half the 
respondents answered incorrectly to questions regarding current guidelines for physical 
activity recommendations to manage weight, prevent weight gain, and manage 
hypertension. Fifty-five percent of respondents answered they needed additional 
knowledge or skills in order to engage in promotion of physical activity with patients.6 
Shirley et al7 found similar results. These researchers conducted a survey of 319 
physical therapists and 279 physical therapy students in New South Wales, Australia 
about their knowledge, confidence, role perception, barriers, feasibility, and counseling 
practices regarding physical activity promotion of non-treatment physical activity. 
Almost all physical therapists and physical therapy students reported they believed 
physical activity promotion should be a part of their role. Of the 319 physical therapist 
respondents, 54% reported encouraging ten or more patients each month to engage in 
physical activity; however, only one third of these physical therapists were able to 
correctly answer questions about physical activity recommendations for adults.7 
The results from these two studies illustrate support for addressing physical 
activity in physical therapy. They also illustrate a discrepancy between physical 







 Rea et al8 examined the perceptions of practices of physical therapists from 
California, New York, and Tennessee in four health promotion areas. The researchers 
related the practices of these physical therapists to their self-efficacy and outcome 
expectations within four health promotion areas. The four health promotion areas 
examined in this study were psychological wellbeing; nutrition and weight loss; physical 
activity; and tobacco use. This study was completed in two parts: first, qualitative phone 
interviews were conducted with 23 randomly selected physical therapists from the three 
states. The purpose of the interviews was to gain insight into physical therapists practices, 
self-efficacy, and outcome expectations for the four health promotion areas, and use this 
insight to guide the development of a quantitative survey. This quantitative survey was 
developed based on the responses from the qualitative interviews to assess self-reported 
practice patterns in the four health promotion areas. Results showed that the health 
promotion behavior most often practiced (54%) by the 417 physical therapists that 
returned the survey from these three states was addressing physical activity. There was no 
significant difference in the percentage of time spent increasing physical activity between 
the physical therapists from the three states. The authors concluded that the practices of 
physical therapists practicing this health behavior were the identical.8 
The research by Rea et al8 is the only study of its kind to examine physical 
therapists’ clinical practice regarding physical activity. Thus, it seems prudent to explore 
this area further. The clinical practices regarding physical activity of other health care 




professionals promote increasing physical activity with their patients, and (b) how they 
promote increasing physical activity.  
 A study by Iversen9 described how rheumatologists and patients discussed 
exercise during clinical visits, and identified predictors that rheumatologists used when 
prescribing exercise as treatment. Questionnaires, Likert scales, and audiotaping were 
used to capture both rheumatologist and patient demographics and history; 
rheumatologist and patient attitudes toward exercise; and the frequency and content of 
exercise discussion. Of the 132 patients in the study, 70 patients (53%) discussed exercise 
with their rheumatologist. Of these, only 18 patients (26%) received an exercise 
prescription. The outcome of the other 52 patient/rheumatologist exercise discussions is 
unclear. Of the 18 patients who received an exercise prescription, 50% were through 
referrals to physical therapy, and the other 50% were provided exercise programs from 
their rheumatologist. There were no significant differences in disease activity, severity, 
function, or past or current experience with exercise or physical therapy between those 
patients who discussed exercise and those who did not, nor any significant differences in 
these areas between people who received an exercise prescription and those that did not.9 
Iversen9 also identified three practices that the  rheumatologists engaged in that 
predicted whether they provided the patients with an exercise prescription. These 
predictors were discussion initiated by the rheumatologist, instructions on how to execute 
exercises, and the number of non-exercise treatments discussed (i.e. medications or home 
adaptations). The results of this study are important to physical therapy. This study 




discussions and prescription for patients. Therefore, these results illustrate the importance 
of physical therapists having knowledge about and promoting physical activity. It is also 
important because it identifies behaviors of one group of health care professionals that 
predicted exercise prescription, and these behaviors could be useful in physical therapy to 
do the same thing.9 
 Glasgow10 studied the counseling practices of physicians with patients who lacked 
physical activity and other risk factors related to chronic disease. Random telephone 
surveys of 1818 patients were conducted. Patients were asked questions about their 
physical activity levels, as well as several other social, environmental, and physician-
counseling issues related to physical activity. In the area of physician counseling issues, 
only 28% of respondents reported receiving advice from physicians to engage in regular 
physical activity. Within this group, only 38% received assistance with formulating a 
specific exercise program, and 42% were offered follow-up support. Those individuals 
who received physical activity advice were found to be mostly women, over 45 years of 
age, non-Caucasian, with a regular physician who they visit four or more times per year, 
and who have numerous chronic diseases.10 
 Balde11 described patterns of physician guidance of physical activity in an elderly 
population. This study surveyed 146 seniors living in public housing with lower 
socioeconomic status to determine the extent to which they received advice about 
physical activity from their physicians. Researchers found that physician counseling was 




activity were more frequently male, overweight, and married. In addition, patients who 
did receive counseling were more likely to be engaged in moderate to heavy exercise.11 
The previous studies regarding health professional’s role in physical activity and 
health promotion illustrate the health promotion practices of increasing physical activity 
in several health care professionals, including nurse practitioners, rheumatologists, and 
physicians, about physical activity. There is limited research in the health care profession 
of physical therapy, and therefore this current study is justified in examining the physical 
therapists’ practices regarding physical activity promotion.  
TOBACCO USE 
Introduction 
Despite dramatic decreases in the prevalence of tobacco use, the CDC reports 
20% of people over the age of 18 in the U.S. continue to use tobacco.12 Smoking is the 
leading cause of preventable death, which is why education about tobacco cessation 
strategies is important to help enhance quality of life. Health professionals, including 
physical therapists, are key sources of tobacco cessation interventions because of the 
regular contact with patients. Physical therapists can provide education regarding 
smoking cessation, as physical therapists see patients for prolonged visits that are 
frequent and over an extended period of time. This allows the physical therapist to build 
rapport with the patient and better assess whether the patient is likely to quit smoking.13 
Knowledge and Beliefs 
There is limited information about physical therapists’ knowledge and beliefs 




Canadian physical therapists’ knowledge about the health effects of tobacco use and their 
views in addressing smoking cessation in practice and self-efficacy in promoting patients 
to quit smoking. The authors used a modified version of the Global Health Professionals 
Survey (GHPS) on smoking to assess the knowledge and beliefs of physical therapists 
regarding smoking and smoking cessation. Physical therapists were also asked about 
barriers and facilitators for counseling patients about smoking cessation. The authors 
chose barriers based on the social cognitive theory and based facilitators on preferences 
for education or training. Self-efficacy of physical therapists regarding smoking cessation 
counseling was also assessed, as self-efficacy is the principle factor in the social 
cognitive theory. A total of 1,000 survey questionnaires were sent out by mail to licensed 
Canadian physical therapists by provincial colleges, with 738 responding. The results 
showed that physical therapists reported that asking patients about their smoking habits as 
well as advising people who smoke to quit are the clinical responsibilities of physical 
therapists. The majority of physical therapists strongly agreed or agreed that physical 
therapists should receive training on smoking cessation counseling, although, 14.8% 
strongly disagreed or disagreed. Overall, there were divergent views regarding whether 
smoking cessation counseling should be a clinical competency. The physical therapists 
were largely informed about the negative health effects of tobacco use, although, there 
were some knowledge gaps. For example, 20% of the physical therapists responded not 
sure or disagreed with the knowledge statement that the risk of heart disease increased as 
a result of exposure to environmental smoke, while 80% strongly agreed or agreed. The 




The most common facilitators for smoking cessation counseling were attending seminars 
or workshops (77%), usefulness of home demonstration DVDs (59.4%), and a smoking 
cessation counseling newsletter (58.9%). Despite the fact that physical therapists were 
aware about the negative health consequences regarding smoking, most physical 
therapists reported that they felt unprepared to provide smoking cessation counseling. 
The lowest self-efficacy scores related to engaging in practical skills for smoking 
cessation counseling that included monitoring and assisting in attempts to quit (i.e. 
coping mechanisms to defend against triggers to smoke) and knowledge about 
pharmaceutical products for smoking cessation. Only 56.8% of Canadian physical 
therapists reported interest in receiving training on smoking cessation counseling.14 
Johnson6 found that 87% of physical therapists agreed it is a physical therapist’s 
responsibility, as a health care professional, to address tobacco use with their patients. A 
majority of physical therapists agreed that physical therapists have the responsibility to 
promote health regardless of barriers such as lack of time, reimbursement, or lack of 
resources and experience. With continuously growing resources and research available to 
physical therapists, they have the opportunity to lead the way in disease prevention and 
improved patient care, especially due to the fact that 20% of Americans over age 18 
continue to use tobacco despite the adverse health consequences associated with 
smoking.6 
Practices 
Bodner et al13 studied the practice behaviors of health professionals with regard to 




peer-reviewed, randomized-controlled or quasi-experimental studies, and incorporated 
smoking cessation quit rate as an outcome measure. In the studies selected to be included 
in the meta-analysis, there were 14,550 patients as a part of interventions and 10,591 
patients that were part of the control or usual care group. For health professionals that 
provided a smoking cessation intervention, physicians made up the largest group, 
followed by nurses, dental personnel, midwives, or multiple health care professionals. 
Nineteen studies met the definition as being brief intensity, seventeen studies were 
defined as advice that was intermediate intensity, and four studies were categorized as 
intense advice. Several of the studies also used adjuncts to advice. Eight studies 
incorporated self-help written materials, three studies used videos, and four studies 
utilized brochures, pamphlets or both. Follow-up was reported in thirteen studies as part 
of the intervention. Follow-up included phone calls, postal methods, and personal visits. 
Fourteen studies used questionnaires that assessed smoking habits and attitudes of the 
patients toward smoking, which were also given to the usual care group. Twenty-three 
studies involved control or usual care, which varied across studies. Eight studies used the 
term “usual care” but did not explain usual care conditions. In nine studies, the usual care 
group did not receive information or advice about smoking cessation. Findings of this 
systematic review showed that patients who receive smoking cessation advice from a 
health professional at varying level of intensity (brief, intermediate, or intense), have a 
greater probability of quitting smoking than patients receiving usual care. Exploratory 
results indicated that effectiveness of smoking cessation advice increased with greater 




call>written).13 Brief, intermediate, or intense advice can be integrated into physical 
therapy practice, as physical therapists typically see patients over numerous visits and 
over extended periods of time. In addition, they are in a position to initiate and support 
patients in smoking cessation, including the important follow-up. 
Results from the study conducted by Rea et al8 showed that smoking cessation 
was addressed by physical therapists the least amount of time in comparison to physical 
activity, psychological wellbeing, and nutrition/weight issues. The authors found that 
smoking cessation was addressed 17% of the time. It was also shown that high physical 
therapist self-efficacy and high outcome expectations were associated with physical 
therapists addressing these healthy behaviors more frequently with patients.8 Thus, a 
reason that smoking cessation was addressed the least amount of time compared to the 
other healthy behaviors may have been related to physical therapists’ low self-efficacy 
about this topic and low outcome expectations. 
 Life-style counseling has been utilized in primary care practice to address 
cigarette smoking, diet or weight control, physical activity, alcohol consumption, and 
stress. An observational study by Russell15 explored life-style counseling discussions 
during medical visits. The authors specifically attempted to answer six questions: (1) 
What is being discussed?  (2) How frequently are these discussions occurring?  (3) Why 
is the topic being introduced?  (4) Who initiates the discussion?  (5) When during the 
visit do the discussions occur?  (6) How does the physician conduct the discussion? 
Audiotapes of the medical visits and questionnaire data from the subjects were gathered 




included 49 physicians and 439 patients. Of the 439 patient-physician conversations 
recorded, 53% were found to have discussions of health promotion, which were initiated 
by physicians 70% of the time. Smoking and alcohol were addressed the least amount of 
time out of all of the life-style behaviors that were looked at. Discussion of the life-style 
topics lasted 4.5 minutes on average, approximately 20% of the entire visit. The 
researchers also found that physicians used numerous behavioral counseling strategies to 
help with discussions on life-style topic. The most common strategy used was to provide 
a rationale for change, followed by instructions on how to change, individual plans for 
change (33%), goals (15%), follow-up measurements (11%), and enlisting other support 
(10%).15 These results indicate that physicians incorporate various strategies for making 
behavioral change plans for patients. These same strategies could be incorporated into the 
clinical practice of a physical therapist. 
MAINTAINING HEALTHY WEIGHT/BMI 
Introduction 
Maintaining healthy weight and body mass index (BMI) is an important aspect of 
a healthy lifestyle. One goal of Healthy People 2020 is nutrition and weight status to 
“promote health and reduce chronic disease risk through the consumption of healthful 
diets and achievement and maintenance of healthy body weights”.5 Maintaining a healthy 
weight and BMI is important as people who are at a healthy weight are less likely to 
develop chronic disease risk factors such as high blood pressure, dyslipidemia, as well as 
diseases such as diabetes mellitus type II, osteoarthritis and some cancers. People who 




pregnancy and die at an earlier age.5 There is a limited amount of evidence incorporating 
weight management with physical therapy sessions. The following section reviews 
current knowledge, beliefs and practices of physical therapists regarding weight 
management. Other health care professionals’ knowledge, beliefs and practices was also 
explored due to the limited amount of evidence in the field of physical therapy. 
Knowledge and Beliefs 
Obesity rates have increased for every age group in both children and adults and 
have reached epidemic levels. Along with this growing number, the incidence of chronic 
diseases such as diabetes mellitus type II and coronary artery disease is also raising. 
Promotion of healthy weight, BMI and physical activity can assist in lowering the 
incidence of chronic, obesity-related diseases.16 
 A study by Sack, et al17 looked at the attitudes, knowledge, and practice 
approaches of physical therapists regarding people who are obese. The researchers 
designed a prospective paper mail survey and sent it to 1,000 randomly selected APTA 
members with a response of 345 usable results. Of the respondents, 87.2% (n=301) 
reported providing care to patients who are obese. When asked to estimate what 
percentages of their total number of patients were obese, the mean was 27.7% 
(SD=19.8%, range 1%-90%) with the most frequent range being 10.0% to 19.9%. The 
respondents were then asked of those patients who were obese, what percentage they 
recommended weight loss as part of the physical therapy treatment. The mean was 52.3% 
(SD=1.67%, range=0%-100%). The respondents of the questionnaire believed that 




extremely important as the causes of obesity, with other causes being poor knowledge 
about nutrition (70.4%, n=243) and consuming a high-fat diet (62.0%, n=214).17 
 The questionnaire asked the respondents to rate the effectiveness of 7 treatments 
for obesity. Most believed diet and exercise (83.2%, n=287), nutrition counseling by a 
registered dietitian in combination with exercise training (75.1%, n=259), and exercise 
training alone (62.0%, n=214) were the most effective treatments. When asked to indicate 
their beliefs about individuals who are obese, at least one half of the respondents viewed 
people as “awkward” (54.9%, n=186), “unattractive” (53.1%, n=180), or “weak willed” 
(51.0%, n=173) while few viewed people who are obese as “dishonest” (0.9%, n=3), 
“cold” (1.8%, n=6), “not likable” (3.0%, n=10), or “hard to talk to” (3.6%, n=12).17 
 Sack et al17 also included knowledge questions in the questionnaire. The most 
frequently correct response was to the statement “A 10% reduction in body weight will 
improve obesity-related health complication” (93.9%, n=324) followed by correctly 
knowing the recommendations for adult physical activity set by the Centers for Disease 
Control and Prevention (86.1%, n=297). The most incorrect responses were for the 
question about the definition of obesity as a BMI of greater than 25 kg/m2 (51.3%, 
n=177) and the question about the BMI criterion for getting gastric bypass surgery 
(46.1%, n=159).17 These results indicate that physical therapists often treat patients who 
are obese and are aware of the effectiveness of treatments for obesity, however only 
52.3% recommend weight loss to their patients. Unfortunately, Sack did not address 




The current study aims to identify the barriers and facilitators physical therapists face 
incorporating health promotion into clinical practice.  
Practices 
  As mentioned above, the article by Sack et al17 reported on the  attitudes, 
knowledge and practice approaches of physical therapists of people who are obese.17 The 
results of the study showed that most of the respondents who treat obese patients 
recommended that patient exercise more (87.4%, n=263), however 87. 4% (n=262) never 
provided meal plans, 81.1% (n=244) never referred clients to popular diet books, and 
75.1% (n=226) never referred patients to a physician specializing in obesity surgery. 
Sixty-one percent of physical therapists strongly agreed that there is an obligation to 
educate obese patients on the health risks of obesity, and only 20.4% of physical 
therapists felt competent in providing weight loss interventions to patients who are 
obese.17 These results indicate that although physical therapists are recommending 
exercise to patients, there are a large number of physical therapists that do not feel 
competent in providing weight loss interventions to their patients who are obese.     
As mentioned above, an observational study by Russell15 explored life-style 
counseling discussions during medical visits between adult patients and physicians 
including cigarette smoking, diet and/or weight control, physical activity, alcohol 
consumption and stress. Forty-three percent of clinic visits included discussions about 
diet or weight control, which was twice the frequency of any other topic. The second 
most frequent topic addressed was physical activity and stress at 21% and 18% of the 




in 59% of the visits. Diet/weight control and physical activity were discussed together 
most often (19% of all visits), followed by diet/weight and stress (10% of all visits) and 
diet/weight and smoking (6.5% of all visits). Discussions involving diet/weight control 
were dominated most by physicians (55%) vs. the patients dominating the conversation. 
The researchers found that physicians used numerous behavioral counseling strategies to 
help with discussions on life-style topic. The most common strategy used was to provide 
a rationale for change, followed by instructions on how to change. Physicians utilized 
other strategies including individual plans for change (33%), goals (15%), follow-up 
measurements (11%), and enlisting other support (10%).15 These results indicate that 
physicians incorporate various strategies for making behavioral change plans for patients 
and that physical therapists can incorporate similar strategies into their clinical practice.  
STRESS MANAGEMENT 
Introduction 
Stress is defined as a normal physical and psychological reaction to increasing 
demands in ones’ life.18 It has the capability to change one’s body, mood and behavior, 
affecting numerous areas of an individual’s life. Stress has the ability to affect health in 
two dimensions. First, stress has the ability to impact the function of various organ 
systems, including the cardiovascular (blood pressure and heart disease), immune, 
musculoskeletal systems and central nervous function (cognition, depression, 
Alzheimer’s).19 In addition, stress has an impact on various health behaviors such as 
smoking, drinking alcohol, physical activity and diet choices, all areas which are 




in 2009, 24% of adult reported high levels of stress and 51% reported moderate levels of 
stress.20 In the world of health promotion, a new area of focus includes stress 
management. Physical therapy can be a part of the multidisciplinary approach to 
improving psychological wellbeing, specifically areas of stress, among adults and 
children.     
Knowledge and Beliefs 
Physical therapists are educated extensively in the area of physical activity and 
exercise. Exercise has been shown to increase mental health and decrease the prevalence 
of anxiety and depression.21 It is important to understand a connection between mental 
health including stress and what physical therapy has to offer in order to promote overall 
patient wellness. Limited research is available pertaining to physical therapists 
knowledge and beliefs about their role in stress management within their practice.    
Rea et al8 gathered information on physical therapist's confidence in assisting 
patients specifically with psychological wellbeing.8 It is important to recognize that high 
self-efficacy and outcome expectations in a specific area are shown to be associated with 
increased use of behavior. In this study, Rea et al8 found that self-efficacy presented with 
a score of 69% while outcome expectations present with a score of 86.7%. These results 
signify a discrepancy between the physical therapists’ self-efficacy and their outcome 
expectations with regard to stress management.  
Johnson6 reported that physical therapists agreed it was a physical therapist’s 
responsibility as a health care professional to address mental health (75%) with their 




include in their definition of wellness, 60% reported effective coping with stress. Lastly, 
when asked whether it was the physical therapists responsibility to address mental health 
with their patients, 16.8% reported they strongly agreed and 53.7% reported that they 
somewhat agreed. Overall, 70.5% physical therapist reported they believed they had a 
role in addressing mental health with their patients.   
As shown through the previously cited studies, physical therapists believe that 
they have a responsibility or role in addressing stress within their practice. Nonetheless, 
there still remains limited research on the topic of stress and physical therapists beliefs of 
practice.     
Practices   
 A number of studies have focused on identifying physical therapists and 
additional health care professionals’ daily practices and the inclusion of stress 
management throughout patient interaction. Rea et al8 discovered that physical therapists 
addressed psychological well-being with 41% of patients.8 They reported assisting 
patients with a number of psychological issues by reducing feelings of unhappiness, 
depression and helping individuals increase their level of satisfaction with life. In 
addition, Johnson found that 66% physical therapists would discuss and/or provide an 
intervention aimed at coping with stress for their patients.6    
 The prevalence of patient education relating to health promotion was observed in 
two studies. Fruth22 sought to determine the quantity of health promotion education that 
was provided by physical therapists.22 Audiotapes of 46 physical therapy sessions were 




mental, social, spiritual and vocational. The number of education statements that physical 
therapists provided was recorded. A total of 218 education statements were recorded in 
which only 2 statements were pertaining to mental health. An additional study conducted 
by Gahimer23 again evaluated audiotapes of physical therapy sessions completed by 37 
physical therapists.23 Throughout the interpretation of each session, investigators 
recorded the number of educational statements offered by physical therapists. It was 
found that physical therapists provided little education on stress counseling, resulting in 
an average of 0.21 statements per session. As shown through the previous two studies, 
little education pertaining to stress is emphasized by physical therapists throughout 
patient sessions.    
 In addition to physical therapists, a number of additional healthcare professionals 
are taking the time to address the topic of stress and stress management with patients. 
Russell15 defined stress discussion as any opportunity taken to discuss a patient’s mental 
wellbeing including depressions, emotional distress or psychosocial stressors.15 
Physicians reported that the topic of stress was addressed in 18% of patient visits. 
Typically more than one lifestyle discussion occurred during patient visits. Diet/weight 
and stress were addressed together in 10% of all visits. When the topic of stress was 
addressed it consumed approximately 24% of the total visit time, which was found to be 
the most time consuming topic lasting 6 minutes. The topic of stress was typically 
addressed through counseling. The majority of counseling included using information or 
rationale to change (47%) and giving directives to change (47.5%). Specific strategies 




strategies, responding to non-verbal and verbal cues and referring patients to other 
healthcare providers. The study provided an overview of physicians’ attempts in 
addressing the topic of stress within patient visits.      
Goodrick24 conducted a pilot survey of 103 patients and 17 physicians focusing 
on the stress management in an urban primary care clinic. The patients and physicians 
were each issued a separate questionnaire focusing on different stress-related issues. Of 
103 patients, 45% of patients reported moderate to severe stress in the prior 4 weeks and 
a 33% reported that it interfered with their daily function. The top stressors identified by 
patients included: finances, worries about employment and the future were found to be 
the top stresses in patients. Approximately 40-45% of respondents reported additional 
stressors including health, children and spouse/partner. As previously noted, stress has 
the capability of causing numerous physical health consequences. The patients identified 
issues which they perceived as being caused by increased levels of controlled stress. 
These issues included headaches, GI symptoms, anxiety and sleep and eating 
disturbances. In order to help prevent these physical consequences, patients identified the 
following coping strategies: talking to someone (86.1%), exercising or walking (82.5%), 
problem solving (81.6%), meditation (57.7%), breathing methods (50%), and alcohol 
(41.6%). A majority of patients indicated that they would be interested in learning 
additional coping strategies including mind-body relaxation and job management from 
healthcare professionals. Only 37% reported expressing concern to their physician and of 




management interventions provided by the physician included recommendations to 
practice relaxation and referrals to psychotherapy.24   
Goodrick24 also examined patient stress through the eyes of the physician. Of the 
physicians that responded, 77% reported assessing and managing patient’s stress posed a 
moderate to large issue in practice due to time and comfort level. When addressed, 
physician identified a wide range of signs and symptoms that they recognized in their 
patients in including fatigue, insomnia and anxiety. Approximately 42% reported 
routinely asking their patients about daily stress and 29% asked if they recognized 
signs/symptoms relating to increased stress. Unfortunately, when asked if the physicians 
felt like they adequately managed the patient’s stress, none reported feeling successful 
and 87% believed they were able to help the patient somewhat. When asked how they 
attempted to help patients, physicians reported using the following strategies: discussing 
of coping strategies, providing comfort, education physical effects of chronic stress, 
importance of exercise and the use of guided imagery, breathing and meditation.24  
As represented in the previous study, there are a number of individuals who face 
stress daily. These individuals use a number of coping strategies in order to help decrease 
the prevalence of symptoms created by increased stress. Unfortunately, even after 
seeking the guidance of their physician, only half received what they considered 
moderate assistance. This information emphasizes the importance of continued 
improvement of the inclusion of stress management in patient care, in order to help 




As previously noted, 24% of adults reported high levels of stress and 51% 
reported moderate levels of stress, which affect their lift daily.20 The importance of these 
data is to realize that a number of individuals are attempting to take a proactive approach 
in seeking the expertise of healthcare professionals’ in developing coping strategies for 
stress management. Stress has the capability of affecting pain, especially chronic pain. 
Patients have sought out chiropractors to help alleviate this chronic pain and in addition 
seek strategies to help reduce stress within their life.25 Patients with chronic pain believe 
that their stress had a greater than moderate effect on current health conditions. In 
addition, they believe that it would be helpful if their chiropractic care included strategies 
to help manage or alleviate stress.25 As shown in research, patients are seeking the aid of 
health care professional in order to control and/or alleviate stress from their lives in order 
to help control consequences associated with stress.   
 In order to help aid in the reduction of chronic diseases and promote the focus of 
wellness, physical therapists in collaborate with additional healthcare professionals need 
to address all areas of health including stress management. Stress is present in the lives of 
patients who seek out a form of health services for a number of different health related 
complications. Through the previous studies it is apparent that the topic of stress or 
psychological wellbeing is being addressed in patient visits, but unfortunately at lower 
than desirable percentages. The promotion and emphasis of stress management is an 








 As defined by the American College of Sports Medicine,16 physical fitness is a 
“multidimensional concept that has been defined as a set of attributes that people possess 
or achieve that relates to the ability to perform physical activity, and is comprised of 
skill-related, health-related, and physiologic components”p.3 including agility, balance, 
coordination, speed, power, and reaction time. Additionally, health-related physical 
fitness describes a person’s ability “to perform daily activities with vigor, and the 
possession of traits and capacities that are associated with a low risk of premature 
development of hypokinetic diseases.” p.3 Fitness testing can include measures of 
cardiovascular endurance, muscular strength and endurance, flexibility, and body 
composition.16 Therefore, in addition to promoting physical activity, tobacco cessation, 
healthy weight, and stress management, physical therapists can utilize physical fitness 
testing to gather valuable objective clinical data related to patient’s health status to help 
document and track progress.  
Knowledge and beliefs 
 In a review by Jewell26, fitness principles and methods  to incorporate fitness into 
physical therapy practice in order to address impairments, functional limitations, and 
disabilities were examined Physical activity can be prescribed in terms of mode, 
intensity, duration, frequency, and progression. Prescription of physical activity requires 
assessment of the patient’s tolerance to exercise, which can be determined by graded 




subjective report with Borg scale for rate of perceived exertion. Strength may be assessed 
using dynamometry or 1-repetition max. Muscular endurance and flexibility may be 
assessed by submaximal weight lifting for a measured amount of time and measuring 
joint angles, respectively. As part of the physical therapy examination, a thorough history 
is taken in order to determine risk factors for physical activity and a plan of care from 
findings from the tests-and-measures in the examination. The United States Surgeon 
General recommended26 that adults engage in at least 30 minutes of moderate-intensity 
physical activity most days of the week. Physical therapists are able to recommend 
exercise and modify activities for patients given their level of education in fitness 
principles and risk stratification and PTs should be addressing fitness to prevent disease 
and improve health.  
Chen et al27 conducted a study to determine if physical fitness testing can predict 
the risk of insulin resistance or type II diabetes in people at risk for diabetes. Participants 
included 151 volunteers (age 22-70 years) with at least one risk factors for diabetes 
(overweight, hypertension, dyslipidemia, family history, impaired glucose tolerance, 
gestational diabetes, or delivering a baby weighing more than 4.0kg). Measurements were 
taken to assess the physical fitness of the participants (BMI and waist circumference), 
insulin resistance, muscle strength (handgrip strength), muscle endurance (sit-up test), 
flexibility (sit-and-reach test), and cardiorespiratory endurance (step test). Each 
participant also completed a physical activity questionnaire. Results showed that the level 
of insulin resistance in people at risk for diabetes could be predicted by physical fitness. 




predictors of insulin resistance. In women, predictors of insulin resistance included age, 
waist circumference, and cardiorespiratory fitness.27 This study suggests that 
incorporating fitness testing into PT practice is feasible and can help predict and prevent 
onset of diseases associated with low levels of physical fitness like diabetes. 
The Guide to Physical Therapist Practice3 recognizes physical therapists to be 
adequately trained to evaluate most of the measurements recorded in the above study by 
Chen27 including anthropometric measurements, muscle strength, muscle endurance, 
flexibility, and cardiorespiratory endurance. Specific measurements physical therapists 
are trained to complete include the following: 
Table I: Physical fitness measurements within PT scope of practice3 








Dynamometry Inclinometry Step tests 
Skin-fold thickness Manual muscle tests Ligamentous tests 
Time/distance walk/run 
tests 
Girth measurement Muscle performance tests Linear measurement Treadmill tests 
Length 
measurement Physical capacity tests 
Multisegment 





Cardiac response to 
increased O2 demands* 
 Functional observation  Pulmonary response to increase O2 demands** 
 Timed activity tests   
 Palpation   
*Cardiac response included blood pressure, heart rate/rhythms/sounds, angina, claudication, 
exertion scales, electrocardiography, observation, palpation, sphygmomanometer 
**Pulmonary response included breath/voice sounds, cyanosis, gas exchange, respiratory 
rate/rhythm/pattern, ventilatory flow/force/volume, auscultation, dyspnea, exertion scales, gas 





These measurements represent all of the areas the APTA recognize in the definition of 
fitness: cardiovascular/pulmonary endurance; muscle strength, power, endurance, and 
flexibility; and body composition.3 
 The APTA recognizes the positive influence physical fitness interventions have 
on an individual’s overall health and wellness by lowering the risk of impairments, 
functional limitations, and disabilities.1 The APTA set a goal to increase the recognition 
of services provided by physical therapists that address physical fitness in order to 
increase insurance coverage by third-party payers. The APTA believed this goal might be 
attainable by increasing member skill in adequate documentation for services in all 
physical therapist plans of care. By the year 2020, the APTA envisioned all patients and 
clients would have direct access to physical therapy for patient/client management, 
prevention, and wellness services.1 
Practices 
A study by Purath et al28 explored the relationship between physical fitness and 
demographic characteristics, general health and wellbeing, social support, and physical 
activity in a group of community-dwelling older adults. Participants in this study 
consisted of 34 adults over 60 years of age. The Senior Fitness Test (SFT), SF-36, Social 
Support for Physical Activity Scale, and Physical Activity Scale for the Elderly were 
used as outcome measures. The SFT measures fitness through the following items: BMI, 
waist circumference measurement, chair stand, arm curl, 2-minute-step test, chair sit-and-
reach test, back scratch test, and 8-foot up and go. The SF-36 measured the participants’ 




waist circumference and BMI significantly correlated with perceived health and 
wellbeing. As measured by the Social Support for Physical Activity Scale, social support 
was found to be most important in becoming or staying physically active when the 
support came from the healthcare provider. Physical activity correlated to fitness in terms 
of upper and lower body strength, aerobic endurance, and dynamic balance. Overall, this 
study found that increased levels of physical activity enhanced health and wellbeing and 
that people who were more physically fit had fewer chronic conditions. This study was 
directed by nurse practitioners, but the overall message is important to all health care 
professionals: health professionals should discuss physical activity with patients to help 
improve physical fitness and health.28 
Johnson6 explored the knowledge, beliefs, and practices of physical therapists 
regarding health and wellness through a survey. Prior to developing the survey, an email 
was sent to members of the physical therapist education electronic mailing list asking 
them to list the three most important things that physical therapist could do to promote 
health, fitness, and wellness into practice. These answers included: (1) initial patient 
examination including medical history, systems review, and identification of risk factors; 
(2) discussing positive behavior choices, behavior change, and referrals to appropriate 
health practitioners and community resources; (3) weight management. Other suggestions 
about promoting health, fitness, and wellness in clinical practice were noted: (1) 
recommending a fitness and wellness program for all patient; (2) serving as role models 
for a healthy lifestyle; (3) weighing every patient; (4) calculating BMI and informing the 




patients, families, and members of the community to participate in fitness activities after 
regular hours. Although these physical therapist educators responded with these ideas, 
there is no strong evidence that these ideas are being put into practice. Of these 
respondents, 75% reported they were very likely to document past medical history, 
functional status, patient and caregiver goals, strength, flexibility, medications, balance, 
employment, and activity level, however, only 51% document health habits, 34% vital 
signs, 26% height and weight, and only 3% document BMI. These statistics show that 
most physical therapists completed components of a basic PT examination, but did not 
consistently complete fitness testing. These same respondents were presented with 
fictional patient cases in which 93% of these respondents indicated they would either 
discuss or discuss and provide an intervention for lack of overall fitness. This finding 
shows that physical therapists believe they have a role in fitness, but they are not 
consistently assessing or addressing the fitness levels of patients.6 
BARRIERS AND FACILITATORS 
As part of Vision 2020, the American Physical Therapy Association (APTA)1 
established a goal for physical therapists to be recognized as “providers of health 
promotion, wellness, and risk reduction programs to enhance the quality of life for 
persons across the lifespan.”1 Several studies have asked physical therapists to identify 
what aspects of care facilitate, and what aspects of care are barriers to incorporating 
health, wellness, and fitness into practice.  
Johnson6 surveyed 214 physical therapists and asked each respondent, given a list 




health promotion and disease prevention activity into practice. Results included the 
following:  
Table II: Top 5 barriers and facilitators to incorporating health promotion into PT 
practice  6 
Barriers*  Facilitators**  
1. Time commitment 92% 1. Community and client interest 93% 
2. Not sure where to begin 85% 2. Personal commitment 92% 
3. Lack of reimbursement 79% 3. Educational background 85% 
4. Liability issues 71% 4. Supportive employment setting 85% 
5. Lack of community contacts 69% 5. APTA resources 79% 
*Two-thirds of respondents listed these barriers in the top five. 
**Seventy-five percent of respondents listed these facilitators in the top five. 
 
 Other listed options for barriers included uncomfortable with role; not prepared 
clinically; unfamiliar with health promotion, fitness, and wellness guidelines; lack role 
models; personal lack of interested in health promotion, fitness, and wellness; and limited 
by practice act. Other listed options for facilitators included shifting focus in public 
health, reimbursement for intervention, specific educational programming, staff interest 
in program development.6 A majority of respondents to the survey also indicated a 
necessity for continuing education or additional knowledge or skills prior to engaging in 
health promotion, fitness, and wellness activities.  
Although physical therapists identified barriers including time, lack of 




professionals recognize similar difficulties? In the prior mentioned Iversen article9, 
rheumatologists’ barriers to promoting exercise included social norms regarding exercise 
and individual practitioner preferences.9 A study by Kushner29, reveal that physicians 
educated patients about diet and nutrition only 40% of the time, even though physicians 
were confident and identified this education as a professional duty. Barriers identified 
that may hinder the delivery of education included lack of time, patient compliance, 
inadequate materials, lack of training in counseling skills, and deficit in knowledge about 
nutrition.29 Brotons30 surveyed  general medicine practitioners throughout Europe to 
determine barriers to implementing health promotion and disease prevention 
recommendations. These practitioners identified heavy workload/lack of time and no 
reimbursement as top barriers.30 As health care progresses toward prevention and health 
promotion, health care providers need to identify and develop strategies to overcome 
barriers to promoting health.  
CONCLUSION 
It is evident that there is a gap in the research of physical therapist’s knowledge, 
beliefs, and practices in health promotion and fitness. Limited research exists on this 
specific concept. Therefore, the purpose of this research is to identify physical therapist’s 
knowledge, beliefs, and practices in promoting healthy behaviors (regular physical 
activity, abstaining from tobacco use, maintaining healthy weight/BMI, stress 
management) and testing general fitness to prevent chronic disease in their 











This research project was a cross-sectional descriptive study utilizing an on-line survey.  
Participants:  
A convenience sample of Minnesota American Physical Therapy Association 
(MN APTA) physical therapist members was used. A total of 1,118 physical therapists 
(PTs) were asked to participate in the final survey via email. The members’ emails were 
obtained through the MN APTA database.    
Procedures:  
On May 9, 2011, the survey was sent via email to all MN APTA physical 
therapist members for whom emails addresses were available. The email began with a 
description of the purpose of the study. Participants were informed that the survey would 
take approximately 20 minutes or less to complete. In addition, participants were 
informed that the completion of the survey would serve as the participants’ consent. 
Lastly, the participants were provided a link to launch the final survey.  
The survey was administered through Qualtrics™ online survey software. The 
survey was available to participants for 1 month from the date of the email invitation. 
After beginning the survey, participants were allotted 48 hours to complete it and after 
the submission of the survey no further action was required by the participant. Two 
weeks following the initial invitation, the Qualtrics™ system sent an automatic email 




had 2 weeks to complete the survey. The investigators did not know to whom these 
reminder emails were sent. The final survey was closed to responses on June 9, 2011. 
Materials and procedures:  
The survey was developed to gather information regarding participant’s 
demographics; beliefs, practices, and knowledge about health promotion; and beliefs, 
practices, and knowledge about general fitness testing. The survey consisted of four main 
sections: demographics, healthy behaviors, general fitness testing, and knowledge 
questions. Prior to data collection, the survey was reviewed and pilot tested by 10 
physical therapists (PTs) that were non-MN APTA members, and thus did not receive the 
final survey. These PTs practiced in a variety of clinical practice settings (Outpatient, 
Acute Care, Rehabilitation, Pediatrics, General Practice, Academia, and Research), 
ensuring feedback from a variety of perspectives. Nine of the 10 PTs completed and 
submitted the survey. Based on the results of the pilot survey, minor revisions were made 
to clarify particular questions.   
The researchers were interested in gathering data from all PTs in Minnesota 
whether or not they were currently treating patient/clients as part of their physical therapy 
practice. All participants received demographic questions. Demographic questions were 
developed to gather basic information about gender, age, entry-level PT degree, highest 
earned degree, and area of clinical practice. See Appendix A (Table 1) for a complete list 
of demographics. These categories and the question format were obtained from the 




of demographic questions for researchers to use to create more uniformity in 
demographic data collection. 
All participants received questions about their beliefs regarding PTs’ role in 
health and fitness promotion. This information was gathered using questions with 4-point 
Likert-style responses. Participants were asked to rate if they strongly agreed, agreed, 
disagreed, or strongly disagreed with statements about PTs’ role in health and fitness 
promotion. The last section of the survey that all participants were asked to complete 
consisted of questions to assess participants’ knowledge about health promotion and 
general fitness testing. Participants answered seven true/false questions. Following 
participants’ responses to the knowledge questions, the correct answers were provided. 
The survey was designed with a major branch point to direct the treating PTs to 
answer questions aimed at how they treat their patients/clients in the areas of health 
promotion and general fitness testing. This version of the survey consisted of 67 
questions, while the version that not currently treating PTs received consisted of 24 
questions. The following sections describe the questions that only currently treating PTs 
received.  
 Information about participant’s patient population was obtained. Participants 
were asked to estimate the percentage of their patients that present with diabetes mellitus, 
hypertension and cardiovascular disease, as well as the percentage of their patients they 
estimate use tobacco, are overweight/obese, participate in the 150 minutes/week of 




Healthy People 20205 and the American College of Sports Medicine16 served as 
guides for the development of questions in the health promotion and fitness sections. 
Four health behaviors from Healthy People 2020 were chosen: promoting physical 
activity, abstaining from tobacco use, maintaining healthy weight/BMI, and managing 
stress.  
Questions in the health promotion and fitness sections used a yes/no question 
format to determine if participants performed specific activities or interventions within 
the realm of health promotion and fitness in their practice. If participants answered “yes” 
to a question about a specific activity or intervention, they were prompted to describe the 
frequency in which they addressed this activity or intervention with patients by 
describing how many patients they had addressed this activity or intervention within the 
past month. Next, these participants were asked how they addressed these topics by 
selecting examples from a list of strategies. See Appendix B (Figures 1-4) for a list of the 
strategies. If participants answered “no” to questions about their practice – that is, if they 
answered that they did not include an activity or intervention in the realm of health 
promotion or fitness - they bypassed the questions about frequency and strategy and were 
brought directly to the next question. 
  Following the health promotion and fitness sections, participants were asked to 
identify facilitators and barriers they face when addressing health promotion and fitness 
with their patients/clients. To accomplish this, a list of facilitators and barriers were 
developed. Participants were asked to select all of the facilitators and barriers they 




and the one barrier that were most significant in addressing health promotion and fitness 
with their patients/clients. This allowed the researchers to gather data on how many 
participants identified specific facilitators and barriers, and which facilitator and barrier 
was reported as being the most beneficial or challenging overall.  
Data Analysis:  
Qualtrics™ and SPSS (version 19.0)* software were utilized to analyze the results 
of the survey. Four groups were compared and analyzed: physical therapists (PTs) who 
responded that they were currently treating patients versus those who responded they 
were not currently treating patients, PTs with Doctorate of Physical Therapy (DPT) or 
transitional Doctorate of Physical Therapy (tDPT) degree versus those with a different PT 
degree, PTs who had been licensed less than 10 years versus those who had worked more 
than 10 years, and PTs working in outpatient versus those working in another setting. PTs 
who responded that either their entry level or highest earned degree was a DPT or tDPT 
were grouped together and identified as DPT. In the results, the groups are reported as 
follows: currently treating vs. not, DPT vs. non-DPT or without DPT, licensed <10 years 
vs. >10 years, and OP vs. non-OP. Pearson chi-squared results provided information 
regarding the significance of a relationship between the responses for the beliefs, 
practices, and knowledge questions for the four groups listed above. Spearman rank 
correlation was used to determine if a relationship existed between the percentage of their 
patients/clients that PTs estimated to have co-morbidities and whether PTs responded 
“Yes” or “No” as to whether they addressed the four healthy behaviors with their 




squared data. R-values were used to demonstrate the relative contribution of each cell to 
the overall value of chi-square tests. The cell with the largest R-value contributes most to 
the chi-squared value and the data in that cell is greater than would be expected by 
chance. 
Descriptive analysis was provided through Qualtrics™ in the following areas: 
demographics of physical therapists and their patients, beliefs of PTs regarding healthy 
behaviors and fitness assessment, practices in areas of healthy behaviors and fitness 
assessment, and knowledge of PTs about health and fitness. For the Likert-type scale 
belief questions, responses of “strongly disagree/disagree” and “strongly agree/agree” 
were combined when analyzing the results. Practice questions were reported by 
frequency distributions (percentage and number) of respondents that responded “yes” or 
“no”. Frequency distributions were also used to report the percentage of respondents that 
answered the true/false question correctly.  






Of the 1,118 surveys sent via email to MN APTA physical therapist members, 0% 
(n=0) were returned as undeliverable. A total of 234 (21.0%) Minnesota physical 
therapists returned the survey, however only 219 completed all of the questions for a 
response rate of 19.5%. The following represents demographic information of the 
respondents: mean age (n=234) was 43.35 years (SD=11.82, range=25-85), mean years in 
practice (n=231) was 17.91 years (SD=12.02, range=1-50), 31% (n=71) were licensed in 
the past 10 years. Sixteen percent of respondents reported they had completed a 
certification in the area of health promotion. Of those who completed a certification in 
health promotion, 51% (n=18) chose the “other” category for having completed a 
certification that was not listed. In the “other” category, 17% of the PTs reported having 
completed the CEEAA (Certified Exercise Expert for the Aging Adult) and 37% reported 
having completed the CSCS (Certified Strength and Conditioning Specialist). Additional 
demographic characteristics of the respondents and patients are shown in Table 1. 
Respondents who currently treat patients were asked to report on their patient/client 
demographics in the following areas: percentage of patients/clients they treat through 
direct access; an estimation of the percentage of their patients who present with the 
chronic diseases of diabetes, cardiovascular disease and hypertension; and an estimation 
of the percentage of their patients who present with the unhealthy behaviors of 
overweight, tobacco use, physical inactivity, and stress. Results of these questions are 





Beliefs regarding addressing healthy behaviors 
A large majority of all respondents (90.0%, n=229) agreed that physical therapists 
(PTs) have a role in preventing chronic disease by promoting healthy behaviors (Table 3). 
Using Pearson chi-square testing no significant relationships were found when comparing 
the following groups with: PTs who are currently treating vs. those who are not currently 
treating  (χ2=1.247, p=0.260), DPT vs. non-DPT (χ2=1.651, p=0.199), those licensed <10 
years vs. those licensed>10 years (χ2=2.157, p=0.142), or those practicing in an OP 
setting vs. those practicing in a non-OP (χ2=0.139, p=0.709) (Table 3). 
Regarding their beliefs about addressing healthy behaviors (abstaining from 
tobacco, maintaining healthy weight/BMI, managing stress, regular physical activity), all 
respondents (n=234) believe PTs should address regular physical activity with 
patients/clients. In addition, a large majority responded that PTs should address 
maintaining healthy weight/BMI (96.9%, n=222), managing stress (88.6%, n=203), and 
abstaining from tobacco (86.9%, n=199) (Table 4).  
When comparing PTs who were currently treating patients/clients to PTs who 
were not currently treating, it was found that both groups believe regular physical activity 
should be addressed 100% of the time (n=203, n=26; currently treating vs. not, 
respectively). Both groups also believed the following healthy behaviors should be 
addressed: abstaining from tobacco (87.2%, n=177; 84.6%, n=22), maintaining healthy 
weight/BMI (96.6%, n=196; 100%, n=26), and managing stress (88.7%, n=180; 88.5%, 




regarding their beliefs about addressing healthy behaviors: abstaining from tobacco 
(χ2=0.134, p=0.714), maintaining healthy weight/BMI (χ2=0.925, p=0.336), managing 
stress (χ2=0.001, p=0.975), and regular physical activity (χ2=N/A, p=N/A) (Table 5).  
Results for currently treating PTs: 
A significant relationship was found in the frequency of responses regarding 
beliefs of respondents with DPT vs. non-DPT (χ2 =4.761, p=0.029) to the question “Do 
you think physical therapists should address the following healthy behaviors with their 
patients/clients?”. PTs without DPT responded “no” more often than those with DPT. 
One hundred percent (n=91) of PTs with DPT believe PTs should address maintaining 
healthy weight/BMI, as compared to 94.9% of PTs without DPT (Table 6). After 
calculating the standardized residual (R), the data set found to contribute most to the chi-
square value was the PTs without DPT who were more likely to respond “no” (R=1.4). 
This means there was a difference between observed and expected frequencies of beliefs 
regarding addressing maintaining healthy weight/BMI and the proportion of PTs who did 
not believe maintaining healthy weight/BMI should be addressed. The proportion of PTs 
who do not believe maintaining healthy weight/BMI should be addressed is greater than 
would be expected by chance. Therefore, PTs without DPT were less likely to believe 
that PTs should address maintaining healthy weight/BMI with patients/clients. 
When comparing the relationship of beliefs between PTs licensed <10 years vs. 
>10 years, a significant relationship was found (χ2 = 3.730, p=0.053). One hundred 
percent (n=78) of PTs licensed <10 years believed maintaining healthy weight/BMI 




believed maintaining healthy weight/BMI should be addressed (Table 7). The data set 
that contributed most to this chi-square value was PTs who have been licensed > 10 years 
and do not believe that maintaining healthy weight/BMI should be addressed with 
patients/clients (R=1.1). Therefore, PTs who have been licensed >10 years are less likely 
to believe that maintaining healthy weight/BMI should be addressed with patients/clients. 
No significant relationship was found in other beliefs about addressing healthy behaviors 
when comparing respondents who have been licensed <10 years vs. >10 years.  
No significant relationship was found when comparing those PTs in OP vs. non-
OP. The chi-square values were as follows: abstaining from tobacco (χ2=2.649, p=0.104), 
BMI/weight management (χ2=0.289, p=0.591), managing stress (χ2=0.277, p=0.598), and 
regular physical activity (χ2=N/A, p=N/A) (Table 8). 
Beliefs regarding assessing fitness 
A majority of all respondents (85.4%, n=193) agreed that PTs have a role in 
assessing the general fitness level (body composition, aerobic capacity, muscular 
strength, muscular endurance, and flexibility) of their patients/clients (Table 9). No 
significant relationship was found when comparing the following groups: currently 
treating vs. not (χ2=0.982, p=0.320), DPT vs. non-DPT (χ2=0.193, p=0.660), treating <10 
years vs. >10 years (χ2=0.090, p=0.764), or OP vs. non-OP (χ2=0.055, p=0.814). 
Regarding their beliefs about assessing fitness with patients/clients, the highest 
percentage, 90.1% (n=201) of all respondents, believed that muscular endurance should 
be assessed with patients/clients. The next highest percentage of respondents believed 




n=199), aerobic capacity (81.1%, n=180), and body composition (61.1%, n=135) (Table 
10).  
No significant differences were found between the beliefs about fitness testing 
between currently treating vs. not. The chi-square results were as follows: body 
composition (χ2=0.307, p=0.580), aerobic capacity (χ2=0.474, p=0.491), muscular 
strength (χ2=0.617, p=0.432), muscular endurance (χ2=0.110, p=0.740), and flexibility 
(χ2=0.376, p=0.540) (Table 11).  
Results for currently treating PTs:  
No significant relationships were found when comparing DPT vs. non-DPT or 
licensed <10 years vs. >10 years. Non-significant data comparing DPT vs. non-DPT for 
fitness testing beliefs were as follows: body composition (χ2=0.005, p=0.945), aerobic 
capacity (χ2=0.086, p=0.770), muscular strength (χ2=0.005, p=0.945), muscular 
endurance (χ2=0.666, p=0.414), and flexibility (χ2=0.011, p=0.917) (Table 12). Data for 
comparing PTs licensed <10 years vs. >10 years are as follows: body composition 
(χ2=0.276, p=0.599), aerobic capacity (χ2=0.086, p=0.769), muscular strength (χ2=0.537, 
p=0.464), muscular endurance (χ2=0.056, p=0.814), and flexibility (χ2=1.515, p=0.218) 
(Table 13). 
PTs working in any setting (OP or non-OP) have similar beliefs about assessing 
body composition (χ2=1.803, p=0.179) and flexibility (χ2=0.005, p=0.944) and no 
significant differences in frequency of reported beliefs were found. A significant 
relationship was found in three fitness testing beliefs when comparing OP vs. non-OP. 




(χ2 = 5.812, p=0.016) followed by muscular strength (χ2=4.303, p=0.038) and aerobic 
capacity (χ2=4.052, p=0.044) (Table 14). The data set that contributed most to the 
significant chi-square value for beliefs regarding testing muscular endurance (R=1.2), 
muscular strength (R=1.3), and aerobic capacity (R=1.2) was for PTs who work in a non-
OP setting who believe these fitness items should be tested. Therefore, PTs who work in 
a non-OP setting are more likely to believe that muscular endurance, muscular strength, 
and aerobic capacity should be assessed with patients/clients.  
PRACTICES 
Practices of currently treating physical therapists in addressing healthy behaviors 
The healthy behavior that respondents reported addressing most often was 
promotion of regular physical activity (99%, n=200), followed by maintaining healthy 
weight/BMI (81%, n=164), abstaining from tobacco (74%, n=150), and managing stress 
(74%, n=150).  See Table 15 for the frequencies that PTs addressed these behaviors with 
patients/clients in the last month.  
The most common way that PTs reported promoting regular physical activity was 
through educating patients/clients (95%, n=190); followed by discussing with and/or 
listening to the patient regarding physical activity (86%, n=172); developing and setting 
goals (82%, n=163); conducting further testing (28%, n=55); referring to a non-health 
care professional (27%, n=54); referring to another health care professional (21%, n=42); 
referring to an appropriate website (15%, n=30); referring to a physician (14%, n=27); 




The most common way that PTs address maintaining healthy weight/BMI with 
patients was through educating patients/clients (93%, n=152); followed by discussing 
with and/or listening to the patient (87%, n=143); referring to another health care 
professional (50%, n=82); developing and setting goals (36%, n=59); referring to a 
physician (27%, n=44); referring to an appropriate website (15%, n=24); referring to a 
non-health care professional (14%, n=23); conducting further testing (7%, n=12); and 
referring to another PT (4%, n=6). See Figure 2.  
The most common way treating PTs address abstaining from tobacco was by 
educating the patient (87%, n=130); followed by discussing with and/or listening to the 
patient (70%, n=104); referring to a physician (30%, n=45); referring to another health 
care professional (28%, n=42); referring to an appropriate website (8%, n=12); 
developing and setting goals (6%, n=9); and referring to a non-health care professional 
(1%, n=1). No PTs conducted further testing or referred to another PT (0%, n=0). See 
Figure 3. 
The most common way treating PTs address managing stress was by educating 
the patient (87%, n=130); discussing with and/or listening to the patient (85%, n=128); 
referring to another health care professional (58%, n=87); referring to a physician (33%, 
n=50); developing and setting goals (28%, n=42); referring to a non-health care 
professional (25%, n=38); referring to an appropriate website (9%, n=13); referring to 
another PT (2%, n=3); and conducting further testing (1%, n=2). See Figure 4 in 




When comparing respondents’ estimates of patients/clients with chronic diseases 
to the respondents’ practices of addressing healthy behaviors, no significant correlations 
were found. Correlations between chronic disease (cardiovascular disease, diabetes, and 
hypertension) and healthy behaviors (abstaining from tobacco, maintaining healthy 
weight/BMI, managing stress, and regular physical activity) ranged from rs=0.088-0.142 
when using Spearman Rank Correlation. These values indicated low correlation (Table 
16).  
No significant relationships were found when comparing practices of respondents 
with DPT vs. another PT degree. Chi-square results were as follows: abstaining from 
tobacco (χ2=0.504, p=0.478), maintaining healthy weight/BMI (χ2=N/A, p=0.997), 
managing stress (χ2=0.083, p=0.774), and regular physical activity (χ2=0.052, p=0.820) 
(Table 17).  
When comparing practices of PTs licensed <10 years vs. >10 years, a relationship 
was found trending toward significance in the practice of addressing stress (χ2=3.260, 
p=0.071). PTs who have been licensed less than 10 years were less likely to address 
stress with patients/clients (R=1.2). No other significant results were found when 
comparing PTs licensed <10 years vs. >10 years: abstaining from tobacco (χ2=0.370, 
p=0.543), maintaining healthy weight/BMI (χ2=1.009, p=0.315), and regular physical 
activity (χ2=0.132, p=0.717) (Table 18).  
A comparison of respondents who work in an outpatient setting vs. a non-
outpatient setting revealed a significant relationship in the practices of addressing healthy 




likely to address maintaining healthy weight/BMI with patients/clients than expected 
(R=1.9). No other significant relationships were found when comparing PTs who work in 
OP vs. non-OP in regards to addressing abstaining from tobacco (χ2=1.126, p=0.289), 
managing stress (χ2=2.239, p=0.135), and regular physical activity (χ2=0.040, p=0.842) 
(Table 19). 
Practices in assessing fitness of currently treating physical therapists  
The fitness test that PTs assessed most often was muscle strength (56%, n=112), 
followed by flexibility (48%, n=96), muscle endurance (45%, n=90), aerobic capacity 
(33%, n=66), and body composition (12%, n=24). See Table 20 for the frequencies that 
PTs assessed these fitness areas with patients/clients in the last month. 
In the area of muscular strength, the test performed most often was the 30 second 
sit-to-stand test (53%, n=59), followed by handgrip test (40%, n=44), 1 repetition 
maximum (RM) leg press (14%,n=15), isokinetic testing (10%, n=11), and 1 RM bench 
press (4%, n=4). In the area of flexibility, 68% reported using the sit and reach test/trunk 
flexion test for assessment (n=63). In the area of muscular endurance, the partial curl up 
was the test that PTs utilized the most often (36%, n=30), followed by push up testing 
(25%, n=21). In the area of aerobic capacity, the tests that were utilized, in order from 
most to least, were: 6 minute walk (73%, n=48), submaximal treadmill test (23%, n=15), 
submaximal graded exercise test (15%, n=10), submaximal cycle ergometer test (12%, 
n=8), McArdle step test (11%, n=7), 1.5 mile run test (3%, n=2), and Cooper 12 minute 
walk/run test (2%, n=1). No PTs utilized the Rockport 1 mile walk test. In the area of 




n=20), followed by taking skin fold measurements (25%, n=6), measuring waist 
circumference (21%, n=5), calculating hip to waist ratio (17%, n=4), and performing a 
bioelectrical impedance analysis (4%, n=1). No treating PTs performed 
hydrodensitometry (underwater weighing, plethysmography), or dual energy x-ray 
absorptiometry (0%, n=0).   
In a comparison of practices of fitness assessment between PTs with DPT vs. non-
DPT degrees, relationships were found to be significant and trending toward significance. 
A relationship was found trending toward significance in the area of assessing body 
composition (χ2=3.418, p=0.064). PTs who have degrees other than DPT were more 
likely to assess body composition of patients/clients (R=1.1). When comparing practices 
of DPT vs. non-DPT in assessing flexibility, a significant relationship was found 
(χ2=6.348, p=0.012). PTs who have a DPT are less likely to assess flexibility of 
patients/clients (R=1.3). In the areas of aerobic capacity (χ2=0.861, p=0.354), muscle 
strength (χ2=1.076, p=0.300), and muscle endurance (χ2=0.873, p=0.350), no significant 
relationships were found (Table 21).  
When comparing fitness assessment practices of PTs who have been licensed <10 
years to those who have been licensed >10 years, significant relationships were found in 
body composition (χ2=5.051, p=0.025), muscle endurance (χ2=3.927, p=0.048), and 
flexibility (χ2=12.308, p<0.001). PTs who have been licensed >10 years were more likely 
to assess body composition of patients/clients (R=1.3). PTs who have been licensed <10 
years are less likely to assess muscle endurance (R=1.1). PTs who have been licensed 




found when comparing PTs licensed <10 years to >10 years in fitness assessment areas of 
aerobic capacity (χ2=1.385, p=0.239) and muscle strength (χ2=2.239, p=0.135) (Table 
22).  
A significant relationship was found comparing PTs who work in an OP setting 
vs. non-OP setting in the fitness assessment practice of aerobic capacity (χ2=11.096, 
p=0.001). PTs who work in non-OP settings are more likely to assess aerobic capacity 
than expected (R=2.1). No other significant relationships were found between PTs who 
work in an OP setting vs. non-OP settings in practice of assessing body composition 
(χ2=2.798, p=0.094), muscle strength (χ2=0.030, p=0.863), muscle endurance (χ2=1.163, 
p=0.281), and flexibility (χ2=1.184, p=0.277) (Table 23).      
BARRIERS AND FACILITATORS 
The top 5 barriers identified by physical therapists (PTs) for addressing healthy 
behaviors when respondents could select any number of barriers were as follows: 1. I do 
not have enough time (57%, n=108); 2. It is too sensitive a topic (32%, n=61); 3. I do not 
think it will make a difference (22%, n=42); 4. I do not get reimbursed (21%, n=40); 5. I 
am not sure where to start (21%, n=39) (table 19). Lack of time (31%, n=59) was cited as 
the one barrier that was the most challenging to overcome followed by: 2. It is too 
sensitive a topic (14%, n=26); 3. I do not think it will make a difference (11%, n=20); 4. 
Other (10%, n=19, see table 20 for responses); 5. I do not get reimbursed (9%, n=17). See 
Tables 24-25 in Appendix A for complete list of barriers of addressing healthy behaviors.  
The top 5 barriers to assessing fitness, when respondents were instructed to select 




do not have adequate resources (29%, n=57); 3. I do not get reimbursed (21%, n=40); 4. I 
do not have the training (19%, n=37); 5. It is not appropriate in my practice setting (18%, 
n=36). When respondents were instructed to choose the one most challenging barrier of 
assessing fitness to overcome, they responded as follows: 1. I do not have enough time 
(37%, n=71); 2. It is not appropriate in my practice setting (14%, n=27); 3. Other (11%, 
n=22, see table 29 for responses); 4. I do not get reimbursed (8%, n=16); 5. I do not have 
adequate resources (6%, n=12).  See Tables 28-29 for details.  
The top 5 facilitators of addressing healthy behaviors when respondents could 
select any number of facilitators were found to be the following: 1. My educational 
background (74%, n=148); 2. My personal commitment (67%, n=135); 3. The 
patients/clients are interested (63%, n=126); 4. The public focus on healthy behaviors 
(53%, n=106); 5. I work in a supportive practice setting (41%, n=82). When respondents 
were asked to choose the one most beneficial facilitator of addressing healthy behaviors, 
the top 5 were found to be the following: 1. The patients/clients are interested (30%, 
n=61); 2. My personal commitment (25%, n=51); 3. My educational background (23%, 
n=46); 4. I work in a supportive practice setting (9%, n=18); 5. I have appropriate 
resources (5%, n=11). See Tables 26-27 for details.  
The top 5 facilitators of assessing fitness when respondents could choose all 
applicable responses were determined to be the following: 1. My educational background 
(67%, n=129); 2. My personal commitment (54%, n=104); 3. My patients/clients are 
interested (49%, n=95); 4. The public focus on healthy behaviors (46%, n=89); 5. I work 




when respondents could choose only the one most beneficial facilitator were found to be 
the following: 1. My educational background (29%, n=56); 2. My patients/clients are 
interested (21%, n=41); 3. My personal commitment (20%, n=39); 4. The public focus on 
healthy behaviors (9%, n=18); 5. I work in a supportive practice setting (9%, n=18). See 
Tables 30-31 for details.  
KNOWLEDGE 
The results of the knowledge section from all respondents are reported in Table 
32. Respondents most frequently chose the correct response to questions one (98.2%, 
n=216), two (93.7%, n=207), six (95.0%, n=210) and seven (99.1%, n=219). The largest 
percentage of incorrect responses was in regard to question five, which asked about the 
physical activity guidelines for children and adolescents, with only 40.0% (n=88) 
answering correctly. Only 50% (n=110) of respondents answered question four correctly, 
regarding physical activity guidelines for adults age 65 and older. Question three assessed 
knowledge with regard to the adult guidelines for muscle strengthening and 68.6% 
(n=151) of respondents answered correctly. 
In the knowledge section, there were no questions that demonstrated a significant 
relationship between the following groups: currently treating vs. not, DPT vs. non-DPT, 
treating <10 years vs. >10 years, or OP vs. non-OP. See Tables 33-36 for the frequencies 







The purpose of this study was to identify physical therapists’ (PTs) knowledge, 
beliefs, and practices in promoting healthy behaviors (regular physical activity, 
abstaining from tobacco, maintaining healthy weight/BMI, and managing stress) to 
prevent chronic disease, and to identify barriers and facilitators that physical therapists 
face when incorporating health promotion and fitness testing into clinical practice. A 
majority of respondents believed that it is a PT’s role to address healthy behaviors with 
and assess fitness of patients/clients. When each healthy behavior was examined, results 
illustrated that more PTs believed it is a PTs role to address regular physical activity and 
maintaining a healthy weight/BMI than stress management and abstaining from tobacco. 
In addition, the reported practices of all four healthy behaviors and fitness assessment 
categories were lower than the respective beliefs for each behavior and category. Barriers 
and facilitators identified in this study are similar to those identified in the literature. 
Lastly, PTs knowledge in the areas of health promotion, body composition, and practice 
acts was high, but knowledge in the area of physical activity recommendations was low.  
Healthy Behaviors 
A significant finding of this study was that 90.0% (n=206) of all PTs agree that 
PTs have a role in preventing chronic disease by promoting healthy behaviors. The 
Center for Disease Control and Prevention (CDC)31 has pointed to the high prevalence of 




CDC identified low physical activity and tobacco use as two of the top four modifiable 
risk factors for chronic disease (the other two included poor nutrition and excessive 
alcohol use).31,32 The healthy behaviors identified in Healthy People 20205 are also 
designed to promote the prevention of chronic diseases.5,5,31,32 Therefore, it is extremely 
encouraging to see that such a large majority of PTs in Minnesota believe that they can 
prevent chronic diseases in their patients/clients through the promotion of healthy  
behaviors.  
The finding that 90% of PTs believe it is a PT’s role to address healthy 
behaviors is similar to the findings in Johnson’s6 study: 100% of respondents in her study 
believed it is a PT’s role to address healthy behaviors with patients/clients.6 In addition, 
both studies found that majority of respondents believed it is a PT’s role to promote 
regular physical activity and maintaining a healthy weight/BMI with patients/clients, 
while fewer respondents believed it is a PT’s role to address stress management and 
abstaining from tobacco. More respondents in this study compared to Johnson’s study 
believe it is a PT’s role to address the latter two healthy behaviors.  
Another significant finding of this study is that there was no correlation 
between the estimated prevalence of chronic disease in patient populations and how 
frequently PTs addressed any healthy behavior in their practice. This finding is 
interesting considering the relationship between healthy behaviors and the prevention of 
chronic diseases. Healthy People 20205 developed evidence-based national health 
objectives to promote healthy behaviors and thereby prevent and treat chronic diseases.5 




quality of life through daily physical activity” in order to prevent and lower risk of 
developing conditions such as coronary artery disease, high blood pressure, and type 2 
diabetes.5 It is possible that PTs do not believe they can do anything to improve the 
prevalence of chronic disease. In fact, this was a barrier cited in this study, specifically 
that PTs do not think they will make a difference in their patients’/clients’ practice of 
healthy behaviors. 
Differences between beliefs and practices 
The finding that 100% (n=229) of respondents agree or strongly agree that PTs 
should address physical activity with their patients/clients is not surprising. Previous 
studies have demonstrated these same beliefs.6,7 Shirley et al7 surveyed PTs and PT 
students in New South Wales, Australia about their knowledge, confidence, role 
perception, barriers, feasibility, and counseling practices regarding physical activity 
promotion of non-treatment physical activity. Almost all respondents in this study 
reported they believed physical activity promotion should be a part of PT’s role.7 
Johnson6 also found physical activity to be the one healthy behavior that all respondents 
strongly agreed or agreed is part of a PT’s role.6   
In this current study, promoting regular physical activity is the only healthy 
behavior where respondents’ beliefs and practices are similar. Results regarding practices 
of currently treating PTs illustrated that 100% (n=203) believe PTs have a role in 
promoting regular physical activity, and 99% (n=200) reported actually promoting this 
behavior in the last month with patients/clients. This finding differs from Johnson’s 




promotion, her results showed significantly fewer respondents reporting they actually 
promoted this healthy behavior with patients/clients.6 Rea et al8 also found that 
respondents reported promoting physical activity less often than this study’s results 
illustrated. Their survey was distributed to PTs in California, New York, and Tennessee 
regarding their practices of the same four healthy behaviors, and found that physical 
activity was the healthy behavior most often addressed. Yet, only 54% of respondents 
reported practicing this healthy behavior in the last month, compared to 99% in the 
current study.8 The results from this study demonstrate the highest reported practices in 
the area of addressing regular physical activity, as well as the most similar relationship 
between respondents’ beliefs and practices regarding physical activity promotion. These 
results suggest Minnesota PTs who are APTA members are addressing physical activity 
with patients/clients more often than PTs in other states.  
Belief and practice relationships of the other three healthy behaviors – 
maintaining weight/BMI, abstaining from tobacco, and managing stress – have variable 
results. The difference between beliefs and practices of promoting the maintenance of 
healthy weight/BMI is the most dissonant. Almost all (96.6%, n=196) of the currently 
treating PTs believed they should promote maintaining healthy weight/BMI while only 
81.0% (n=164) reported doing so. No other studies were encountered that examined the 
beliefs and practices relationship regarding this healthy behavior. Sack et al17 used a 
survey to look at the attitudes, knowledge, and practice approaches of PTs treating people 
who are obese.17 Of these PTs, 52.3% recommended weight loss as part of their 




maintaining a healthy weight/BMI with patients/clients, specifically, 92.8% demonstrated 
they knew that physical inactivity contributed to development of obesity, and 78.5% 
demonstrated they knew overeating contributed as well.17 While practices in regards to 
addressing maintaining a healthy weight/BMI are low in both studies, the high beliefs 
about the role of PT and the high knowledge about how to address this healthy behavior 
warrant further examination into why PTs are not translating this knowledge and beliefs 
into practice.  
The relationship between beliefs and practices in regards to the promotion of 
abstaining from tobacco yielded similar results: more PTs reported believing it was a 
PTs’ role to address this healthy behavior than actually reported practicing this promotion 
with patients/clients. No research that examined the relationship between beliefs and 
practices of this healthy behavior was encountered. In regards to beliefs, Johnson6 found 
that 87% of PTs agreed that it is a PTs’ responsibility to address tobacco use with their 
patients. This finding is similar to the  results in this current study, specifically, 86.9% 
believe it is a PT’s role to address this behavior. Bodner et al14 utilized a survey to assess 
Canadian PTs’ knowledge about the health effects of smoking, their views about 
addressing smoking cessation in practice, and their self-efficacy in enabling patients to 
quit smoking.14 They found that only 76.9% agreed this profession should be involved in 
helping patients/clients quit smoking.14 This supports the findings in this study: there is 
not a documented unanimous belief that PTs should assist patients in abstaining from 




Bodner et al13 showed that patients who receive smoking cessation advice from 
a health care professional at varying levels of intensity have a greater chance of quitting 
smoking. Results also indicated that the effectiveness of smoking cessation increased 
with the greater personal involvement of follow-up. Russell et al15 reported similar 
findings to the Bodner et al study.15 Russel et al found that physicians used numerous 
behavioral strategies to help with discussions on life-style topics. The most common 
strategy was to provide a rationale for change, of which can be utilized in physical 
therapy practice.15 The respondents in the current study reported education was the 
intervention most commonly used to address abstaining from tobacco use with 
patients/clients. It  is unclear from this study as to what PTs educated patients on, but it 
presents a good opportunity to provide rationales for change and other health benefits of 
not using tobacco. 
In regards to promoting stress management, results from this study showed that 
88.6% of PTs believed they had a role in promoting stress management, which is 
comparable to the 75% of PTs in Johnson’s study.6 Only 74% of PTs in this study 
reported that they actually addressed stress management with their patients/clients. The 
fact that PTs are not addressing stress management with a large majority of patients is 
interesting due to that fact that stress impacts various healthy behaviors. Stress has the 
ability to affect health behaviors such as smoking, drinking alcohol, physical activity and 
diet choices, all areas which are addressed in Healthy People 2020.5 Goodrick24 
conducted a pilot survey of patients and physicians focusing on stress management in an 




discovered that 77% of physicians reported that assessing and managing patients stress 
posed a moderate to large issue in practice due to time and comfort level. Time and 
personal comfort level of the physician appeared to be barriers that prevented the 
promotion of stress management within their practice.24 This brings to question the 
number of barriers identified throughout the study, and how they may explain the 
differences in belief and practices of promoting stress management with patients/clients. 
Differences between groups of PTs 
Statistically significant differences were found between two groups of PTs in 
regards to responses to the question, “Do you think physical therapists should address 
weight management/BMI with patients/clients?” Results illustrated that PTs licensed with 
a degree other than DPT, and PTs licensed greater than 10 years, were less likely to 
believe it is a PT’s role to address weight management/BMI with patients/clients. One 
reason for these differences could be the impact of the DPT degree. The DPT curriculum 
added health and wellness education to PTs entry-level knowledge base. PTs without 
DPTs may not have been exposed to health promotion as part of their education. In 
addition, the role of PT and perceptions of PT’s roles  may have changed in the last ten 
years, accounting for the differences between PTs licensed more and less than 10 years. 
This difference has likely been influenced by changes in society’s focus on the impact of 
elevated weight and BMI on chronic disease development and health care costs; as well 
as society’s perceptions of the role of PT in promoting maintaining healthy weight and 
BMI. It is possible that as a society and the PT profession began producing documents 




Therapist Practice, PT educators began incorporating these documents into their 
education more frequently, thus influencing the development of more evolved 
perceptions of PTs role in the promotion of maintaining healthy weight and BMI in more 
recently licensed PTs.  
The healthy behavior, maintaining healthy weight/BMI, is the only healthy 
behavior where a statistically significant difference exists between PTs’ practices: non-
outpatient PTs were less likely to report promoting healthy weight/BMI with 
patients/clients. No current research was encountered that explored PTs practices 
regarding promotion of healthy weight and BMI in non-outpatient settings. Therefore, 
this finding is unique. The reason PTs in practice settings other than outpatient were less 
likely to report promoting maintaining healthy weight and BMI could be due to other 
health priorities in these settings. Emphasis may be more focused on immediate, acute 
health needs. For example, in the acute care setting, a main PT focus is functional 
mobility to promote safe discharge from the hospital. It is possible that promoting 
maintaining healthy weight/BMI is not perceived as an acute health need, and PTs who 
work in other settings may feel addressing this healthy behavior is not a priority at this 
time in the patient’s care. There is no current research that has explored why PTs in non-
outpatient settings are less likely to promote healthy weight/BMI. 
Non-OP settings typically have more health care professionals working with each 
patient. This could create the bystander effect, where PTs may think someone else has 
addressed or will address the importance of maintaining healthy weight and BMI with 




promote this healthy behavior. Defining the role of PTs in regards to health promotion in 
non-outpatient settings may help increase PTs practices in this area.  
Barriers and Facilitators to Addressing Healthy Behaviors 
The majority of PTs indicated numerous barriers to the promotion of healthy 
behaviors with patients/clients. The most challenging barrier to promoting healthy 
behaviors was “lack of time”. Likewise, Johnson’s6 dissertation identified “time 
commitment” as a challenging barrier for PTs to overcome.6 “Lack of reimbursement” 
and “unsure where to begin” were two barriers also identified within the top five barriers 
of the current study and Johnson’s study. When examining other healthcare providers’ 
practices, physicians identified time29,30 and lack of reimbursement30 as barriers to 
addressing health promotion with their patients. Clearly, time is a barrier that physical 
therapists, as well as other health care professionals, need to overcome in order to 
promote more inclusion of healthy behaviors in clinical practice. Possible reasons for 
time being a barrier may include length of allotted treatment sessions, productivity 
demands, patients/clients’ limited ability to focus on more than one goal, PTs’ preference 
to focus on primary concerns, and limited visits. In order to overcome time as a barrier, 
and to overcome the reasons why it’s a barrier, PTs should consider implementing 
different strategies to overcome this barrier, such as following up with health promotion 
materials using social media and online resources. Bodner et al’s14 study, which also 
identified time as a barrier, illustrated  follow-up with patients/clients is crucial to 
overcoming this barrier and promoting abstaining from tobacco use. Perhaps this method 




Other ways that PTs can overcome these barriers could be through the use of an 
intake form. This could facilitate PTs bringing up healthy behaviors with patients at every 
initial exam. For example, PTs can have patients report smoking habits and height and 
weight on an intake form and make a point with every patient to address weight and 
smoking. This change may help to lessen the impact of time as a barrier as well. In 
addition, if PTs state to each patient that this is routine at this clinic, the topic may not be 
as sensitive to address. PTs can address reimbursement issues by being more creative in 
the way they incorporate healthy behaviors into their treatment sessions. For example, 
PTs can include a cardiovascular warm-up prior to treatment sessions to promote regular 
activity and educate patients about how to be physically active. Providing more education 
or 1-on-1 consultations with patients regarding healthy behaviors may help to make a 
difference in behavioral change.  
In contrast to barriers, respondents from both the current study and Johnson’s6 
study identified the following top facilitators: “patient/client interest”, “educational 
background”, “supportive practice setting” and “personal commitment”.6 “Access to 
resources” was identified in the top five for both studies as well, but the facilitator 
phrases were worded differently and therefore cannot be compared evenly. It is 
encouraging that a number of facilitators are personal factors of the PTs such as 
“educational background” and “personal commitment”. Perhaps when looking for ways 
to increase the practices of all healthy behaviors in PTs’ clinical practice, these personal 
factors, such as “educational background” and “personal commitment”, that PTs reported 





A significant finding of the current study is that 85.4% of PTs believe PTs 
should assess fitness with patients/clients. This result is encouraging considering the 
importance of fitness to a healthy lifestyle.5 It is interesting that not all respondents 
believe it is a PT’s role to assess fitness. It is clear that some PTs do not believe fitness is 
a PT’s role, and this could possibly be due to the APTA’s4 definition of a PT’s role in 
health and wellness.4 Specifically, the APTA states that PTs may perform interventions to 
address “prevention, wellness, and health promotion.”4 While fitness assessments support 
these elements of clinical practice, some PTs may not understand how fitness is a part of 
prevention, wellness, and health promotion practices. In fact, two barriers identified in 
this study were “I don’t have the training” and “I don’t have the resources”. This suggests 
that PTs may not be aware of how to incorporate fitness into clinical practice as a health 
and wellness intervention. Also, since fitness tools can be used as strategies to 
accomplish prevention, wellness, and health promotion, PTs may not consider fitness the 
role of a PT, but rather a PT’s role is in prevention, wellness, and health promotion, and 
fitness is simply a component of these areas. An interesting addition to future studies to 
assess fitness in PTs’ practice would be to explore PTs understanding of the components 
of fitness and how it applies to clinical practice. We suspect from the results of this study 
that there may have been confusion about what we meant by “assessing fitness,” which 






Differences between groups of PTs 
A surprising result from the fitness section is that non-OP PTs were more likely 
to report they believe muscular strength, muscular endurance, and aerobic capacity 
should be addressed with patients. It is possible that non-OP PTs treat patients/clients 
who are deconditioned, for example, in acute or subacute care following surgeries or 
illnesses. The state of these patients/clients could cause non-OP PTs to believe it is 
important to assess muscular strength, muscular endurance, and aerobic capacity since 
these may be impairments that their patients present with  could create functional 
limitations for these patients as part of their PTdiagnosis.  
PTs in non-OP settings may also consider muscular strength, muscular endurance, 
and aerobic capacity vital functional abilities for patients to have prior to discharge. For 
example, for an acute care PT treating a patient who is one day status post hip ORIF, all 
three items may be considered important aspects of the patients’ safety prior to discharge 
from the hospital. This could have influenced non-OP PTs to respond that they believed it 
is a PTs role to address these components of fitness more often than non-outpatient PTs.   
More interesting findings were found when respondents’ reported practices were 
analyzed. Respondents with a degree other than DPT were more likely to report they 
addressed body composition with patients/clients, and respondents with DPT were less 
likely to report assessing flexibility with patients and clients. It seems unlikely that the 
addition of the DPT curriculum influenced these differences. It is possible that 
respondents with a degree other than DPT have been practicing longer, and because of 




account for PTs without DPTs reporting they assessed body composition more frequently 
than PTs with DPTS. The reason why PTs with DPTs were less likely to report assessing 
flexibility with patients/clients is unclear. Low sample size, confusion with the wording 
of the question, or unfamiliarity with ACSM’s definition of flexibility testing could have 
influenced this result. 
There were interesting findings when PTs licensed <10 years and PTs licensed > 
10 years were analyzed. PTs licensed >10 years were more likely to report assessing 
body composition with patients/clients. These PTs have more experience with 
patients/clients, and therefore may be more comfortable assessing this component of 
fitness. PTs licensed <10 years were less likely to assess muscular endurance and 
flexibility. Again, the reason for these differences between groups is unclear. Low sample 
size, confusion regarding the question, or unfamiliarity with American College of Sports 
and Medicines’ (ACSM’s) definition of flexibility testing could have again influenced 
this result. 
The last remarkable finding from the fitness section is that PTs who work in non-
OP setting were more likely to report assessing aerobic capacity with patients/clients. PTs 
in non-OP setting may assess aerobic capacity more often in order to assess 
patients/clients readiness to discharge. In non-OP settings such as acute care, patients’ 
aerobic capacity is closely related to their safety and functional abilities at home. Thus, 
PTs in non-OP settings may view this fitness component as a part of their role as a PT, 





Differences between beliefs and practices 
There were large differences between PTs’ beliefs regarding PTs’ role in 
assessing fitness and PTs’ reported practices in these areas. The fitness component that 
respondents most frequently reported believing should be assessed was muscular strength 
(88%, n=196), however, only 56% reported actually assessing this component in the last 
month. The other four components of fitness had even greater disparity between 
respondents’ beliefs and practices.  
The large differences between beliefs and practices suggest that all PTs may not 
understand how to incorporate fitness assessments into clinical practice. In addition, these 
results suggest PTs may not understand what constitutes fitness components. This survey 
did not assess respondents’ knowledge of the definition of fitness components. The 
fitness components and the examples of fitness assessments were adapted from the 
ACSM’s definitions of fitness. It is possible that PTs may not be as familiar with ACSM 
fitness guidelines, especially since this aspect of PT curriculums may vary. This could 
have impacted respondents understanding of the questions. Also, if PTs are not familiar 
with ACSM guidelines, it may impact their understanding about how to incorporate 
fitness into clinical practice. PTs can increase their ability to assess fitness in clinical 
practice by learning more about ACSM guidelines.  
Barriers and Facilitators to Addressing Fitness 
 The respondents to this survey identified several consistent barriers and 
facilitators to addressing fitness in their clinical practice. The most frequently identified 




identified barrier to promoting healthy behaviors, which further supports the need to 
discover alternative methods to incorporate health and fitness interventions into clinical 
practice. No previous studies have looked at barriers that PTs face when assessing fitness 
clinically. Therefore, these findings are unique to this study. Similar to health promotion, 
one way that PTs can incorporate fitness assessments into treatment sessions is by 
making fitness tests a part of every patient evaluation. Perhaps if these tests become more 
routine, they will become quicker and easier to administer, thus reducing the amount of 
time it takes to complete fitness testing. For example, body composition can easily and 
quickly be assessed through BMI calculations on intake forms. Cardiovascular endurance 
can be assessed through a 2- or 6-minute walk test at the beginning of treatment sessions.  
These suggestions to increase fitness testing in clinical practice require PTs to 
have knowledge of these tests and how to perform them. Conversely, results illustrate 
that PTs may not have this knowledge. “I don’t have the training” and “I don’t have the 
resources” were top barriers that PTs frequently identified, and therefore it is possible 
that lack of knowledge and resources are preventing PTs from assessing fitness. Future 
continuing education courses can be focused on educating PTs about ACSM’s fitness test 
protocols, and provide case studies to demonstrate how PTs can incorporate these tests 
into practice. 
The top two facilitators to fitness testing were “My educational background” and 
“My personal commitment”. Both of these facilitators are personal and individual to each 
PT. This is different than the top barriers that were identified. The top barriers were 




However, the top facilitators are internal factors specific to each PT that helps to promote 
fitness testing in clinical practice. Perhaps future efforts should be focused on developing 
this personal commitment and education regarding assessing fitness in order to increase 
the frequency with which PTs assess fitness with patients/clients, especially since lack of 
training and resources were identified as top barriers to fitness testing.  
Other top facilitators were “My patients/clients are interested” and “The public 
focus on fitness”. This suggests that patients/clients and the public may influence PTs’ 
interventions. These results suggest that if patients/clients are more interested, PTs may 
increase how often they assess fitness. Thus, efforts could be focused on increasing 
patients/clients interest in fitness through informational handouts in the waiting area, 
literature on the importance of fitness, and by PTs’ direct communication with 
patients/clients. In addition, increased awareness of the public’s focus on fitness may 
increase how often PTs assess fitness. If PTs are more aware of the literature and 
promotions regarding fitness for the general public, perhaps PTs will be more inclined to 
incorporate fitness assessment into practice.  
Knowledge 
This study provides information about current knowledge of physical therapists in 
Minnesota regarding health promotion and fitness. Overall, respondents demonstrated a 
high knowledge in areas related to Minnesota PT Practice Act regarding health promotion 
and fitness, and body composition. Respondents demonstrated less knowledge in the area 
of physical activity recommendations. The questions most often answered incorrectly 




and adolescents aged 6-17. This is similar to Johnson’s6 findings.  Over half the 
respondents incorrectly answered questions regarding current guidelines for physical 
activity recommendations to manage weight, prevent weight gain, and manage 
hypertension.6 While the questions were different, findings were similar in that the most 
incorrectly answered questions asked specifics about physical activity recommendations 
for patient populations. Both studies, therefore, suggest that PTs are not familiar with 
physical activity recommendations for different patient populations or patient conditions.  
Respondents also demonstrated less knowledge in areas of muscle strengthening. 
It is possible that strength training is an area where there is limited advanced education or 
continueing education courses. In addition, PTs may not understand and beleive that true 
strenth training principles are important to phyiscal therapy practice. Interestingly, the 
CSCS was one of the highest reported certifications of respondents, and orthopedic and 
sports specializations were the most commonly reported specializations.  
 Questions about BMI and health benefits from reduction of body weight had a 
high correct response rate, demonstrating awareness and knowledge in these two areas of 
weight management/BMI. However, PTs reported lower than expected practice rates 
(81%) despite this high demonstration of knowledge as well as high levels of beliefs 
(96.6%). This illustrates a gap in the knowledge and beliefs of PTs compared to their 
practices regarding weight management/BMI. The high correct response rate regarding 
the impact of a 10% reduction in body weight will improve obesity-related health 
complication demonstrates there is an awareness of the link between weight reduction 




capitalizing on this link. This high level of knowledge is consistent with current literature 
reporting on PTs’ knowledge throughout the US. The same question was asked by Sack 
et al17. They found that 93.9% of their respondents correctly answered this question17, 
and the current findings demonstrated that 99.1% of Minnesota APTA PTs answered this 
question correctly. Since sample sizes between the two studies were similar, these results 
suggest that Minnesota APTA PTs have a greater awareness of the impact of weight 
reduction in improving obesity-related health complications.  
Sack et al’s17 study illustrated that PTs who were younger and recently entered 
the workforce had higher knowledge scores about health than PTs who were older and 
had more years of experience.17 In the current study, no differences were found between 
groups with more and less experience and their levels of knowledge, or between any 
groups of PTs. This suggests that knowledge regarding health is more uniform 
throughout the population of Minnesota PTs who are APTA members than Sack et al 
found in their study of APTA PT-members across the nation. 
Strengths and Limitations 
There were a number of notable strengths to this study. One strength was the 
inclusion of pilot testing. The pilot testing allowed 10 physical therapists from different 
clinical practices to provide feedback from a variety of perspectives. An additional 
strength of this study was the demographics of the MN APTA respondents that resembled 
those of national APTA members. This indicated that we had a good representative 
sample of physical therapists. In addition, a majority of respondents indicated they were 




and barriers in the promotion of healthy behaviors. Lastly, this study was unique in that 
there is limited research on PTs’ knowledge, beliefs and practices of healthy behaviors.      
 In contrast to strengths, this study was also found to have limitations. Firstly, 234 
MN APTA members responded to the survey; this represents a low response rate of 21%.  
Secondly, the respondents were only MN APTA members. This may suggest that the 
results cannot be generalized to all MN or national PT’s. Thirdly, pertaining to the 
results, there was an inability to link PTs practices to specific patient demographics. This 
created the inability to determine if PTs are practicing HBs with those patients who 
would benefit the most. Lastly, PTs only identified barriers and facilitators to addressing 
HBs and fitness in general, not barriers and facilitators to each healthy behavior or fitness 
area. This would have provided more specific information about how to increase practice 
of each healthy behavior and fitness area individually. 
Further Research 
Following the completion of this study, areas of further research were identified. These 
included:  
● The investigation into the promotion of healthy behaviors with specific patient 
populations 
● Qualitative research focusing on barriers and facilitators to the promotion of 
healthy behaviors 
● The effects of different educational levels on integration of healthy behaviors into 
practice 




● Examining patient’s beliefs about PT’s role in addressing HBs    
All of these areas would allow for further exploration into the promotion of healthy 





The results of this study lead to interesting conclusions. Vision 2020 established a goal 
for physical therapists to be recognized as “providers of health promotion, wellness, and 
risk reduction programs, in order to enhance the quality of life for persons across the 
lifespan.” It is encouraging that MN APTA physical therapists believe they have a role in 
preventing chronic disease by promoting healthy behaviors with their patients. 
Unfortunately, PTs’ practice their role in health promotion at a less than desirable rate. 
PTs’ knowledge demonstrated preparedness to the promotion of healthy behaviors, 
although, further efforts are needed to increase PTs’ knowledge of activity 
recommendations for older adults and children. Through transferring knowledge and 
beliefs into practices, and overcoming barriers, PTs have the ability to promote healthy 
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Table 1. Demographic characteristics of respondents. 
Characteristic n % 
Sex (n=234) 
Women 177 76% 
Men 57 24% 
Geographical setting (n=226) 
Metro 132 58% 
Southeast MN 62 27% 
Northeast MN 15 7% 
Southwest MN 13 6% 
Northwest MN 4 2% 
Current area of practice (n=230) 
Health system or hospital-based 
outpatient facility 82 36% 
Private outpatient office 40 17% 
Acute care hospital 26 11% 
Academic Institution (post-secondary) 24 10% 
SNF/ECF/ICF 17 7% 
Other 10 4% 
Subacute rehab (inpatient) 8 3% 
Home care 7 3% 
School system 7 3% 
Not currently practicing PT 6 3% 
Pro Bono/Volunteer 1 0% 
Research center 1 0% 
Industry 1 0% 
Health and wellness facility 0 0% 
Highest entry-level degree (n=232) 
Baccalaureate degree 96 41% 
Master’s degree 67 29% 
DPT 54 23% 
Post baccalaureate degree 8 3% 
Other 7 3% 
Highest earned degree or set of degrees (n=232) 
Master’s degree 67 29% 
DPT 62 27% 
Baccalaureate degree 50 22% 
tDPT 27 12% 
PhD (or equivalent, e.g. EdD or ScD) 17 7% 
Other 7 3% 
PhD (or equivalent) and DPT 1 0% 
PhD (or equivalent) and tDPT 1 0% 
APTA board certified clinical specialist (14%, n=32) 
Orthopaedics 11 34% 
Sports 7 22% 
Geriatrics 6 19% 
Neurology 5 16% 
Pediatrics 3 9% 




Cardiovascular and pulmonary 0 0% 
Women’s health 0 0% 
Certification in area of health promotion and/or fitness testing (16%, n=37) 
Other* 18 51% 
National Strength and Conditioning 
Association (NSCA) Strength and 
Conditioning Specialist (CSCS) 
13 37% 
ACSM Personal Trainer (CPT) 3 9% 
ACSM Certified Clinical Exercise 
Specialist (CES) 3 9% 
ACSM Health Fitness Specialist 
(HFS) 2 6% 
American Council of Exercise (ACE) 1 3% 
NSCA-CPT (Certified Personal 
Trainer) 1 3% 
NASM PES (Performance Enhanced 
Specialist) 0 0% 
Current Employment Status (n=230) 
Full-time salaried 139 60% 
Part-time salaried 34 15% 
Full-time hourly 20 9% 
Part-time hourly 17 7% 
Full-time self employed 7 3% 
Part-time self employed 6 3% 
Retired 4 2% 
Unemployed 3 1% 
Currently treating patients in primary position (n=230) 
Yes 204 89% 
No 26 11% 












Table 2. Respondent’s estimation of demographics of the patients/clients they treat. 
Estimate what percentage 
of your patients: 0% 1-20% 21-40% 41-60% 61-80% 81-100% 
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Table 3. Respondents’ reported beliefs regarding the role of physical therapists’ role in preventing chronic 
disease. 
Survey Question: 
To what extent do you agree or disagree with this statement: “Physical therapists have a role in 
preventing chronic disease by promoting healthy behaviors with their patients/clients.”? 
Disagree Agree Chi- Squared (χ2)  n % n %  
Total Respondents (n=229) 23 10.0 206 90.0%  
Currently treating    
Yes 22 10.8 181 89.2 
No 1 3.8 25 96.2 
1.247 
(p=0.264) 
DPT    
Yes 12 13.2 79 86.8 
No 11 8.0 127 92.0 
1.651 
(p=0.199) 
Licensed <10 years    
Yes 11 14.1 67 85.9 
No 12 7.9 139 92.1 
2.157 
(p=0.142) 
Work in OP    
Yes 13 10.7 108 89.3 




Table 4. Response from all respondents’ to the survey question: “Do you think physical therapists should 
address the following healthy behaviors with their patients/clients?” 
All respondents (n=229) 
Yes No  
Healthy Behaviors n % n % 
Abstaining from tobacco 199 86.9 30 13.1 
Maintaining healthy weight/BMI 222 96.9 7 3.1 
Managing stress 203 88.6 26 11.4 
Regular physical activity 229 100 0 0 
 
Table 5. Comparison of responses between PTs who are currently treating and not currently treating. to the 
survey question: “Do you think physical therapists should address the following healthy behaviors with their 
patients/clients?” 
Currently treating Not currently treating 




(χ2) n % n % n % n % 
          
Abstaining from tobacco 0.134 (p=0.714) 177 87.2 26 12.8 22 84.6 4 15.4 




(p=0.336) 196 96.6 7 3.4 26 100 0 0 
          
Managing stress 0.001 (p=0.975) 180 88.7 23 11.3 23 88.5 3 11.5 
          




Table 6. Comparison of responses between PTs with a DPT degree and a non-DPT degree to the survey 
question: “Do you think physical therapists should address the following healthy behaviors with their 
patients/clients?” 
DPT Non-DPT 
Yes No Yes No  
Healthy Behaviors 
Chi-Square 
(χ2) n % n % n % n % 
          
Abstaining from tobacco 1.367 (p=0.242) 82 90.1 9 9.9 117 84.8 21 15.2 




(p=0.029)* 91 100.0 0 0.0 131 94.9 7 5.1 
          
Managing stress 3.400 (p=0.065)** 85 93.4 6 6.6 118 85.5 20 14.5 
          
Regular physical activity N/A 91 100.0 0 0.0 138 100.0 0 0.0 
*Indicates significant chi-square value at a p-value <0.05. 




Table 7. Comparison of responses between PTs licensed less than 10 years and more than 10 years to the survey 
question: “Do you think physical therapists should address the following healthy behaviors with their 
patients/clients?” 
Licensed <10 years Licensed >10 years 
Yes No Yes No  
Healthy Behaviors 
Chi-Square 
(χ2) n % n % n % n % 
          
Abstaining from tobacco 1.769  (p=0.184) 71 91.0 7 9.0 128 84.8 23 15.2 




(p=0.053)* 78 100.0 0 0.0 144 95.4 7 4.6 
          
Managing stress 0.004 (p=0.949) 69 88.5 9 11.5 134 88.7 17 11.3 
          
Regular physical activity N/A 78 100.0 0 0.0 151 100.0 0 0.0 










Table 8. Comparison of responses between PTs who work in an outpatient setting and other settings. to the 
survey question: “Do you think physical therapists should address the following healthy behaviors with their 
patients/clients?” 
OP Non-OP 
Yes No Yes No  
Healthy Behaviors 
Chi-Square 
(χ2) n % n % n % n % 
          
Abstaining from tobacco 2.649 (p=0.104) 101 83.5 20 16.5 98 90.7 10 9.3 




(p=0.591) 118 97.5 3 2.5 104 96.3 4 3.7 
          
Managing stress 0.277 (p=0.598) 106 87.6 15 12.4 97 89.8 11 10.2 
          
Regular physical activity N/A 121 100.0 0 0.0 108 100.0 0 0.0 
 
Table 9. Respondents’ beliefs regarding their role in assessing fitness. 
Survey Question: To what extent do you agree or disagree with this statement: “Physical 
therapists have a role in assessing the general fitness level of their patients/clients.”? 
Disagree Agree Chi-Square (χ2)  n % n %  
Total Respondents (n=226) 33 14.6 193 85.4  
Currently treat patients?    
Yes 31 15.4 170 84.6 
No 2 8.0 23 92.0 
0.982 
(p=0.322) 
DPT?    
Yes 12 13.2 79 86.8 
No 21 15.4 115 84.6 
0.193 
(p=0.660) 
Licensed <10 years?    
Yes 12 15.6 65 84.4 
No 21 14.1 128 85.9 
.090  
(p=0.764) 
Work in outpatient?    
Yes 18 15.1 101 84.9 




Table 10. Response from all respondents’ to the survey question: “Do you think physical therapists should 
perform the following tests with their patients/clients in order to assess their general fitness level?” 
All respondents 
Yes No  
Fitness tests n % n % 
Body Composition (n=221) 135 61.1 86 38.9 
Aerobic Capacity (n=222) 180 81.1 42 18.9 
Muscular Strength (n=221) 196 88.7 25 11.3 
Muscular Endurance (n=223) 201 90.1 22 9.9 




Table 11. Comparison of responses between PTs who are currently treating and not currently treating to the 
survey question: “Do you think physical therapists should perform the following tests with their patients/clients 
in order to assess their general fitness level?” 
Currently treating Not currently treating 
Yes No Yes No  
Fitness tests 
Chi-Square 
(χ2) n % n % n % n % 
          
Body Composition 0.307 (p=0.580) 121 61.7 75 38.3 14 56.0 11 44.0 
          
Aerobic Capacity 0.474 (p=0.491) 161 81.7 36 18.3 19 76.0 6 24.0 
          
Muscular Strength 0.617 (p=0.432) 175 89.3 21 10.7 21 84.0 4 16.0 
          
Muscular Endurance 0.110  (p=0.740) 178 89.9 20 10.1 23 92.0 2 8.0 
          







Table 12. Comparison of responses between PTs who have a DPT degree and those licensed with another degree 
to the survey question: “Do you think physical therapists should perform the following tests with their 
patients/clients in order to assess their general fitness level?” 
DPT Non-DPT 
Yes No Yes No  
Fitness tests 
Chi-Square 
(χ2) n % n % n % n % 
          
Body Composition 0.005 (p=0.945) 54 61.4 34 38.6 81 60.9 52 39.1 
          
Aerobic Capacity 0.086 (p=0.770) 73 82.0 16 18.0 107 80.5 26 19.5 
          
Muscular Strength 0.005 (p=0.945) 77 88.5 10 11.5 119 88.9 15 11.1 
          
Muscular Endurance 0.666 (p=0.414) 82 92.1 7 7.9 119 88.9 15 11.1 
          








Table 13. Comparison of responses between PTs who have been licensed <10 years and those licensed >10 years 
to the survey question: “Do you think physical therapists should perform the following tests with their 
patients/clients in order to assess their general fitness level?” 
Licensed <10 years Licensed >10 years 




(χ2) n % n % n % n % 
          
Body Composition 0.276 (p=0.599) 47 63.5 27 36.5 88 59.9 59 40.1 
          
Aerobic Capacity 0.086 (p=0.769) 60 80.0 15 20.0 120 81.6 27 18.4 
          
Muscular Strength 0.537 (p=0.464) 64 86.5 10 13.5 132 89.8 15 10.2 




(p=0.814) 69 90.8 7 9.2 132 89.8 15 10.2 
          





Table 14. Comparison of responses between PTs who work in OP and those who work in non-OP settings to the 
survey question: “Do you think physical therapists should perform the following tests with their patients/clients 
in order to assess their general fitness level?” 
OP Non-OP 




(χ2) n % n % n % n % 




(p=0.179) 66 56.9 50 43.1 69 65.7 36 34.3 




(p=0.044)* 89 76.1 28 23.9 91 86.7 14 13.3 




(p=0.038)* 98 84.5 18 15.5 98 93.3 7 6.7 




(p=0.016)* 101 85.6 17 14.4 100 95.2 5 4.8 
          
Flexibility 0.005 (p=0.944) 102 87.9 14 12.1 92 87.6 13 12.4 






Table 15. All respondents’ practices of addressing healthy behaviors with patients/clients. 
Do you address the following healthy behaviors with your patients/clients? 
 Yes No 
Abstaining from tobacco 74% (n=150) 26% (n=53) 
Maintaining healthy weight/BMI 81% (n=164) 19% (n=38) 
Managing stress 74% (n=150) 26% (n=52) 
Regular physical activity 99% (n=200) 1% (n=2) 
With what percentage of time within the past month have you addressed healthy behaviors? 
 1-20% 21-40% 41-60% 61-80% 81-100% 
Abstaining from 
tobacco 71% (n=104) 15% (n=22) 5% (n=8) 2% (n=3) 7% (n=10) 
Maintaining healthy 
weight/BMI 40% (n=64) 35% (n=57) 15% (n=25) 6% (n=10) 4% (n=6) 
Managing stress 46% (n=68) 23% (n=34) 21% (n=31) 6% (n=9) 5% (n=7) 
Regular physical 
activity 6% (n=12) 15% (n=30) 19% (n=38) 24% (n=48) 35% (n=70) 
 
Table 16. A comparison of the percentage of patients/clients with chronic disease (per PT estimate) and the 
percentage of time in the last month PTs addressed each of the healthy behaviors. 
Healthy behavior (n=number respondents) 
















Cardiovascular disease 0.088 0.045 0.135 0.132 
Diabetes 0.126 0.064 0.142 0.132 
Hypertension 0.098 0.033 0.114 0.125  
 
Table 17. Practices of PTs with DPT vs. non-DPT regarding addressing healthy behaviors. 
DPT Non-DPT 
Yes No Yes No  
 
Chi-Square 




(p=0.478) 65 76.5 20 23.5 85 72.0 33 28.0 




(p=0.997) 69 81.2 16 18.8 95 81.2 22 18.8 
          
Managing stress  0.083 (p=0.774) 64 75.3 21 24.7 86 73.5 31 26.5 











Table 18. Practices of PTs licensed <10 years vs. >10 years regarding addressing healthy behaviors. 
Licensed <10 years Licensed >10 years 
Yes No Yes No  
 
Chi-Square 




(p=0.543) 58 76.3 18 23.7 92 72.4 35 27.6 




(p=0.315) 59 77.6 17 22.4 105 83.3 21 16.7 
          
Managing stress  3.260 (p=0.071)* 51 67.1 25 32.9 99 78.6 27 21.4 




(p=0.717) 75 98.7 1 1.3 125 99.2 1 0.80 
*Indicates trend toward significant chi-square value at p-value <0.05 
 
 
Table 19. Practices of PTs who work in OP vs. non-OP regarding addressing healthy behaviors. 
OP Non-OP 
Yes No Yes No  
 
Chi-Square 




(p=0.289) 89 76.7 27 23.3 61 70.1 26 29.9 




(p=0.006)* 101 87.8 14 12.2 63 72.4 24 27.6 
          
Managing stress  2.239 (p=0.135) 90 78.3 25 21.7 60 69.0 27 31.0 




(p=0.842) 114 99.1 1 0.90 86 98.9 1 1.10 
*Indicates significant chi-square value at p-value <0.05  
 
 
Table 20. All respondents’ reported practices of assessing fitness with patients/clients. 
Do you assess the following fitness components with your patients/clients? 
 Yes No 
Body composition 12% (n=24) 88% (n=176) 
Aerobic capacity 33% (n=66) 67% (n=134) 
Muscle strength 56% (n=112) 44% (n=88) 
Muscle endurance 45% (n=90) 55% (n=110) 
Flexibility 48% (n=96) 52% (n=104) 
With what percentage of time within the past month have you assessed fitness? 
 1-20% 21-40% 41-60% 61-80% 81-100% 
Body composition 38% (n=9) 33% (n=8) 17% (n=4) 8% (n=2) 4% (n=1) 
Aerobic capacity 30% (n=20) 33% (n=22) 21% (n=14) 9% (n=6) 6% (n=4) 
Muscle strength 24% (n=27) 27% (n=30) 21% (n=24) 12% (n=13) 16% (n=18) 
Muscle endurance 33% (n=30) 33% (n=30) 21% (n=19) 8% (n=7) 4% (n=4) 






Table 21. Comparison of fitness assessment practices between respondents who have a DPT degree to 
respondents who have other PT degrees. 
DPT Non-DPT 
Yes No Yes No  
 
Chi-Square 
(χ2) n % n % n % n % 
Body composition 3.418 (p=0.064)** 6 7.1 79 92.9 18 15.7 97 84.3 
          
Aerobic capacity 0.861 (p=0.354) 25 29.4 60 70.6 41 35.7 74 64.3 
          
Muscle strength  1.076 (p=0.300) 44 51.8 41 48.2 68 59.1 47 40.9 
          
Muscle endurance 0.873 (p=0.350) 35 41.2 50 58.8 55 47.8 60 52.2 
          
Flexibility 6.348 (p=0.012)* 32 37.6 53 62.4 64 55.7 51 44.3 
*Indicates significant chi-square value at p-value <0.05. 
**Indicates chi-square value is trending toward significance at p-value <0.05. 
 
 
Table 22. Comparison of fitness assessment practices between respondents who have been licensed less than 10 
years to those who have been licensed more than 10 years. 
Licensed <10 years Licensed >10 years 
Yes No Yes No  
 
Chi-Square 
(χ2) n % n % n % n % 
Body composition 5.051 (p=0.025)* 4 5.3 71 94.7 20 16.0 105 84.0 
          
Aerobic capacity 1.385 (p=0.239) 38 50.7 37 49.3 74 59.2 51 40.8 
          
Muscle strength  2.239 (p=0.135) 90 78.3 25 21.7 60 69.0 27 31.0 
          
Muscle endurance 3.927 (p=0.048)* 114 99.1 1 0.90 86 98.9 1 1.10 
          
Flexibility 12.308 (p=0.000)* 24 32.0 51 68.0 72 57.6 53 42.4 









Table 23. Comparison of fitness assessment practices between respondents who work in an outpatient setting to 
those who work in other settings. 
OP Non-OP 
Yes No Yes No  
 
Chi-Square 
(χ2) n % n % n % n % 
Body composition 2.798 (p=0.094) 10 8.7 105 91.3 14 16.5 71 83.5 
          
Aerobic capacity 11.096 (p=0.001)* 27 23.5 88 76.5 39 45.9 46 54.1 
          
Muscle strength  0.030 (p=0.863) 65 56.5 50 43.5 47 55.3 38 44.7 
          
Muscle endurance 1.163 (p=0.281) 48 41.7 67 58.3 42 49.4 43 50.6 
          
Flexibility 1.184 (p=0.277) 59 51.3 56 48.7 37 43.5 48 56.5 
*Indicates significant chi-square value at p-value <0.05 
 
Barriers and Facilitators 
Table 24. Top barriers of addressing healthy behaviors when respondents could choose all applicable responses. 
Survey Instructions: 
Which of the following statements represent barriers that prevent or challenge you from addressing healthy 
behaviors (i.e. abstaining from tobacco, maintaining healthy weight/BMI, managing stress, regular physical 
activity) with your patients/clients? 
Specific Barrier Response (n=190) % 
1. I do not have enough time 108 57 
2. It is too sensitive a topic 61 32 
3. I do not think it will make a difference 42 22 
4. I do not get reimbursed 40 21 
5. I am not sure where to start 39 21 
6. I do not have adequate resources 35 18 
7. Other* 35 18 
8. I do not have the training 29 15 
9. It is culturally inappropriate 27 14 
10. It is not appropriate in my practice setting 23 12 
11. I am unfamiliar with health promotion guidelines 18 9 
12. I do not feel confident 17 9 
13. I am not sure what to do with the information I get 
from patient/client 17 9 
14. It is not part of my scope of practice 10 5 
15. I lack role models 2 1 
16. I am not interested 0 0 
*The “other” category required individualized participant responses and included: “I don’t consider any of the above to 
be barriers”, “The client is too stressed about other tings to add one more task”, inappropriate practice setting or hours 
worked, “Usually not their primary reason for seeking PT services, so I focus on their primary complaint”, “Lack of 






Table 25. Top barriers to addressing healthy behaviors when respondents could choose only one response. 
Survey Instructions:  
From among the barrier(s) you identified in the previous question, select the most challenging ONE to 
overcome. 
Specific Barrier Response (n=190) % 
1. I do not have enough time 59 31 
2. It is too sensitive a topic 26 14 
3. I do not think it will make a difference 20 11 
4. Other*  19 10 
5.  I do not get reimbursed 17 9 
6. It is not appropriate in my practice setting 13 7 
7. It is culturally inappropriate 7 4 
8. I do not have adequate resources 7 4 
9. I do not have the training 5 3 
10. I am not sure what to do with the information I get 
from the patient/client 
5 3 
11. I am not sure where to start 5 3 
12. It is not part of my scope of practice 3 2 
13. I do not feel confident 2 1 
14. I am unfamiliar with health promotion guidelines 2 1 
15. I am not interested 0 0 
16. I lack role models 0 0 
 *The “other” category required responses and included these items: decreased cognition of patient, client lack of 




Table 26. Top facilitators of addressing healthy behaviors when respondents could choose all applicable 
responses. 
Survey Instructions:  
Which of the following statements facilitate your ability to address healthy behaviors (i.e. abstaining from 
tobacco, maintaining healthy weight/BMI, managing stress, promoting regular physical activity) with your 
patients/clients? 
Specific Facilitator Response (n=201) % 
1. My educational background 148 74 
2. My personal commitment 135 67 
3. The patient/clients are interested 126 63 
4. The public focus on healthy behaviors 106 53 
5. I work in a supportive practice setting 82 41 
6. I have appropriate resources 67 33 
7. I receive reimbursement 8 4 
8. Other* 6 3 
*The “other” category required individualized participant responses and included: “Volunteer experiences”, my 
interpersonal relationship I build with the patient”, “area already addressed by primary care, I help patient see where it 
may help with their current reason for seeing me”, “referral sources expect it”, “decrease patients’ symptoms by 








Table 27. Top facilitators of addressing healthy behaviors when respondents could choose only one response. 
Survey Instructions:  
From among the facilitator(s) you identified in the previous question, select the most beneficial ONE. 
Specific Facilitator Response (n=201) % 
1. The patients/clients are interested 61 30 
2. My personal commitment 51 25 
3. My educational background 46 23 
4. I work in a supportive practice setting 18 9 
5. I have appropriate resources 11 5 
6. The public focus on healthy behaviors 9 4 
8. Other* 3 1 
9. I receive reimbursement 2 1 
*The “other” category required individualized responses and included: “My approach to these issues with them”. 
 
Table 28. Top barriers of assessing fitness when respondents could choose all applicable responses. 
Survey Instructions:  
Which of the following statements represent barriers that prevent or challenge you from assessing the general 
fitness level (i.e. body composition, aerobic capacity, muscular strength, muscular endurance, flexibility) of 
your patients/clients? 
Specific Barrier Response (n=195) % 
1. I do not have enough time 120 62 
2. I do not have adequate resources 57 29 
3. I do not get reimbursed 40 21 
4. I do not have the training 37 19 
5. It is not appropriate in my practice setting 36 18 
6. Other* 36 18 
7. I do not feel confident 32 16 
8. I am not sure where to start 29 15 
9. I do not think it will make a difference 19 10 
10. I am not sure what to do with the information I get 
from patient/client 
16 8 
11. I am unfamiliar with health promotion guidelines 12 6 
12. It is not part of my scope of practice 9 5 
13. It is culturally inappropriate 9 5 
14. I lack role models 5 3 
15. It is too sensitive a topic 4 2 
16. I am not interested 2 1 
*The “other” category required individualized participant responses and included: not appropriate for every patient, 











Table 29. Top barriers of assessing fitness when respondents could choose only one response. 
Survey Instructions:  
From among the barriers (s) you identified in the previous question, select the most challenging ONE to 
overcome. 
Specific Barrier Response (n=194) % 
1. I do not have enough time 71 37 
2. It is not appropriate in my practice setting 27 14 
3. Other* 22 11 
4. I do not get reimbursed 16 8 
5. I do not have adequate resources 12 6 
6. I do not have the training 11 6 
7. I do not think it would make a difference 7 4 
8. I am not sure where to start 7 4 
9. It is culturally inappropriate 6 3 
10. It is not part of my scope of practice 4 2 
11. I am not sure what to do with the information I get 
from patient/client 
4 2 
12. I do not feel confident 3 2 
13. It is too sensitive a topic 2 1 
14. I am unfamiliar with health promotion guidelines 2 1 
15. I am not interested 0 0 
16. I lack role models 0 0 
*The “other” category required individualized participant responses and included: “It isn’t typically the patient’s main 
focus. More often they are here due to pain or other limitations”, “Motivation of clients”, “don’t have the tools 
needed.” 
 
Table 30. Top facilitators of assessing fitness when respondents could choose all applicable responses. 
Survey Instructions:  
Which of the following statements facilitate your ability to assess the general fitness level of your 
patient/clients? 
Specific Facilitator Response (n=192) % 
1. My educational background 129 67 
2. My personal commitment 104 54 
3. My patients/clients are interested 95 49 
4. The public focus on healthy behaviors 89 46 
5. I work in a supportive practice setting 65 34 
6. I have appropriate resources 61 32 
I receive reimbursement 15 8 
Other* 7 4 
*The “other” category required individualized participant responses and included: “It is appropriate for treatment of the 











Table 31. Top facilitators of assessing fitness when respondents could choose only one response. 
Survey Instructions:  
From among the facilitator(s) you identified in the previous question, select the most beneficial ONE. 
Specific Facilitator Response (n=192) % 
1. My educational background 56 29 
2. My patients/clients are interested 41 21 
3. My personal commitment 39 20 
4. The public focus on healthy behaviors 18 9 
5. I work in a supportive practice setting 18 9 
6. I have appropriate resources 14 7 
7. Other* 5 3 
8. I receive reimbursement  1 1 
*The “other” category required individualized participant responses and included: “It is appropriate for treatment of the 





Table 32. All respondents’ answers to knowledge questions. 
Correct Incorrect Questions 
n % n % 
Q1: According to the Guide to Physical Therapist Practice, physical therapists 
provide prevention services and promote health, wellness, and fitness with 
their patients/clients. 
216 98.2% 4 1.8% 
Q2: According to the U.S. Dept of Health and Human Services, adults aged 
18-64 should engage in 150 minutes of moderate intensity or 75 minutes of 
vigorous intensity physical activity, or some combination thereof, per week. 
207 93.7% 14 6.3% 
Q3: According to the U.S. Dept of Health and Human Services, adults aged 
18-64 should do muscle strengthening activities 5 or more days per week. 151 68.6% 69 31.4% 
Q4: According to the U.S. Dept of Health and Human Services, adults aged 
65 and older should follow the adult guidelines. 110 50.0% 110 50.0% 
Q5: According to the U.S. Dept of Health and Human Services, children and 
adolescents aged 6-17 should do at least 60 minutes of moderate or vigorous 
intensity physical activity 3 days per week. 
88 40.0% 132 60.0% 
Q6: According to measured Body Mass Index (BMI), 2 of 3 adults in the 
United States are classified as overweight or obese. 210 95.0% 11 5.0% 
Q7: A 10% reduction in body weight will improve obesity-related health 
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Figure 1. Strategies respondents reported using to address regular physical activity with patients/clients. 
 
 






Figure 3. Strategies respondents reported using to address abstaining from tobacco. 
 
 





Appendix A – Email sent to MNAPTA PT Members 
Dear Minnesota APTA Physical Therapist member: 
 
A research group from the Doctor of Physical Therapy Program at St. Catherine 
University invites you to participate in a study investigating physical therapists’ 
knowledge, beliefs, and practices in promoting healthy behaviors  and assessing fitness 
with their patients/clients to prevent chronic disease.  Additionally we want to identify the 
barriers and facilitators that physical therapists face when incorporating health promotion 
and fitness testing into their clinical practice.  
You were selected as a possible participant in this study because you are a physical 
therapist member of the Minnesota APTA.  Your completion and submission of the 
survey serves as your implied consent.   
 
Your completion and submission of the survey is entirely voluntary. Your decision 
whether or not to participate will not affect your current or future relationship with St. 
Catherine University or the Minnesota APTA.  There are no known or anticipated risks to 
participate in this study. You may decide to withdraw from this study at any time, without 
any negative consequences.  All information you provide will be completely confidential 
and can never be linked back to you.  The survey will take about 20 minutes to 
complete.  Once you have started the survey, you must complete it within 48 hours. 
 
If you wish to learn of the results of this study, you may request a copy of the results 
from MarySue Ingman msingman@stkate.edu .   
 
If you have any questions regarding this study, or would like additional information about 
participation, please contact MarySue Ingman PT, MS Assistant Professor St Catherine 
University DPT Program 601 25th Ave So. Minneapolis, MN 55454 
 msingman@stkate.edu  (651.690.7813) 
 
If you decide to participate in this study, please complete the survey by clicking on the 
link below. 
 
Thank you  for your consideration.    
MarySue Ingman, PT, MS Annie Eckstrom, SPT; Ali Fisher, SPT; Megan Johnson, SPT; 





Appendix B – Study Questionnaire 
 
Health Promotion and the PT - Master copy 
Q130 Thank you for your interest in our survey. The following survey is part of a 
St. Catherine University DPT (Class of 2012) student research project. The 
purpose of the survey is to examine Minnesota physical therapists' beliefs, 
knowledge, and practices related to healthy behaviors and fitness testing. In 
addition, we want to identify barriers and facilitators to health promotion and 
fitness assessment in a clinical setting. The survey should take less than 20 
minutes to complete. Your responses will remain completely confidential and 
anonymous. Once you start the survey, you have 48 hours to complete the whole 
survey.  
QID1 Please indicate your genderQID2 Please indicate your age in years at your 
last birthday  
  Male (1) 
 Female (2) 
QID17 Please indicate the zip code of your primary residence 
QID5 What is the highest earned degree or set of degrees that you hold in any 



























































































QID12 Have you completed any certification in the area of health promotion 

















QID15 Using a total of 35 or more hours per week at your primary position as the 










QID16 Which  of the following best describes the type of facility or institution in  


















QID83 Do you treat patients in your primary position or in any additional clinical 





QID18 What percent of your patients do you see through direct access in your 












                    
Diabetes (2)                     
Hypertension 
(3) 





















QID87 What percent of your patients/clients would you estimate do NOT meet 
the physical activity recommendations of at least 150 minutes per week of 








QID88 What percent of your patients/clients would you estimate experience 











Q126 The next series of questions pertain to the promotion of health behaviors in 
physical therapy. 
QID67 To what extent do you agree or disagree with this statement: “Physical 
therapists have a role in preventing chronic disease by promoting healthy 





QID33 Please share additional comments to support your response to the 
previous question.  
QID115 Do you think physical therapists should address the following healthy 
behaviors with their patients/clients? 
Abstaining from tobacco 
use (1) 
     
Maintaining healthy 
weight/BMI (2) 
     
Managing stress (3)      
Promoting regular 
physical activity (4) 






Q128 The next series of questions pertain to fitness testing in physical therapy.  
QID69 To what extent do you agree or disagree with this statement: "Physical 






QID116 Please share additional comments to support your response to the 
previous question. 
QID117 Do you think physical therapists should perform the following tests with 
their patients/clients in order to assess their general fitness level? 
Body Composition (1)      
Aerobic capacity (2)      
Muscular strength 
(beyond manual muscle 
testing) (3) 
     










QID124 Thank you for your responses! You will now be directed to seven 
True/False questions that assess your knowledge of health promotion. To satisfy 
your curiosity the correct answers will appear on the screen once you have 
completed all seven questions. The knowledge section concludes the survey.    
QID70 According to the Guide to Physical Therapist Practice, physical therapists 




QID52 According to the U.S. Dept of Health and Human Services, adults aged 
18-64 should engage in 150 minutes of moderate intensity or 75 minutes of 
vigorous intensity physical activity, or some combination thereof, per week. 
 True (1) 
 False (2) 
QID78 According to the U.S. Dept of Health and Human Services, adults aged 
18-64 should do muscle strengthening activities 5 or more days per week. 
 True (1) 
 False (2) 
QID79 According to the U.S. Dept of Health and Human Services, adults aged 65 
and older should follow the adult guidelines. 
 True (1) 
 False (2) 
QID80 According to the U.S. Dept of Health and Human Services, children and 
adolescents aged 6-17 should do at least 60 minutes of moderate or vigorous 







QID81 According to measured Body Mass Index (BMI), 2 of 3 adults in the 
United States are classified as overweight or obese. 
 True (1) 
 False (2) 




Q128 The next series of questions pertain to the promotion of healthy behaviors 
in physical therapy. 
QID20 To what extent do you agree or disagree with this statement: “Physical 
therapists have a role in preventing chronic disease by promoting healthy 


















QID22 Do you think physical therapists should address the following healthy 
behaviors with their patients/clients? 
Abstaining from tobacco 
use (1) 
     
Maintaining healthy 
weight/BMI (2) 
     
Managing stress (3)      
Promoting regular 
physical activity (4) 
     
 















QID90 With what percent of your patients/clients did you address abstaining from 























QID92 With what percent of your patients/clients did you address maintaining 





























QID94 With what percent of your patients/clients did you address stress 






QID120 In what ways do you address stress management with your 















QID96 With what percent of your patients/clients did you address regular 























QID28 Which of the following statements represent barriers that prevent or 
challenge you from addressing healthy behaviors (ie. abstaining from tobacco, 
maintaining healthy weight/BMI, stress management, regular physical activity) 





















Q122 From among the barrier(s) you identified in the previous question, select 

















QID29 Which of the following statements facilitate your ability to address healthy 
behaviors (ie. abstaining from tobacco, maintaining healthy weight/BMI, 
















Q123 From among the facilitator(s) you identified in the previous question, select 









Q129 The next series of questions will pertain to fitness testing in physical 
therapy.  
QID32 To what extent do you agree or disagree with this statement: "Physical 



















QID34 Do you think physical therapists should perform the following tests with 
their patients/clients in order to assess their general fitness level? 
Body composition (1)      
Aerobic capacity (2)      
Muscular strength 
(beyond manual muscle 
testing) (3) 
     




     
 
QID48 Do you assess body composition of your patients/clients as part of your 







QID107 With what percent of your patients/clients did you assess body 







QID104 In the area of body composition, which of the following tests do you 










QID35 Do you assess aerobic capacity of your patients/clients as part of your 




QID105 With what percent of your patients/clients did you assess aerobic 










QID102 In the area of aerobic capacity, which of the following tests do you 










QID99 Do you assess muscle strength (beyond manual muscle testing) of your 




QID111 With what percent of your patients/clients did you assess muscular 















QID113 In the area of muscular strength, which of the following tests do you 







QID50 Do you assess muscle endurance of your patients/clients as part of your 




QID110 With what percent of your patients/clients did you assess muscular 






QID112 In the area of muscular endurance, which of the following tests do you 




QID49 Do you assess flexibility (beyond goniometic measurements) of your 







QID108 With what percent of your patients/clients did you assess flexibility 










QID45 Which of the following statements represent barriers that prevent or 























QID124 From among the barrier(s) you identified in the previous question, select 

















QID46 Which of the following statements facilitate your ability to assess the 









Q125 From among the facilitator(s) you identified in the previous question, select 












QID123 Thank you for your responses! You will now be directed to seven 
True/False questions that assess your knowledge of health promotion. To satisfy 
your curiosity the correct answers will appear on the screen once you have 
completed all seven questions. The knowledge section concludes the survey.  
QID51 According to the Guide to Physical Therapist Practice, physical therapists 




QID121 According to the U.S Dept of Health and Human Services, adults aged 
18-64 should engage in 150 minutes of moderate intensity or 75 minutes of 
vigorous intensity physical activity, or some combination thereof, per week. 
 True (1) 
 False (2) 
QID53 According to the U.S. Dept of Health and Human Services, adults aged 
18-64 should do muscle strengthening activities 5 or more days per week. 
 True (1) 
 False (2) 
QID54 According to the U.S. Dept of Health and Human Services, adults aged 65 
and older should follow the adult guidelines. 
 True (1) 
 False (2) 
QID55 According to the U.S. Dept of Health and Human Services, children and 
adolescents aged 6-17 should do at least 60 minutes of moderate or vigorous 
intensity physical activity 3 days per week. 
 True (1) 
 False (2) 
QID56 According to measured Body Mass Index (BMI), 2 of 3 adults in the 






QID57 A 10% reduction in body weight will improve obesity-related health 
complications. 
 True (1) 
 False (2) 
 
 
 
